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T is indeed a great privilege to be able to speak to you and 
to your society, which is truly representative of the move- 
ment for mental hygiene all over the world. We Europeans 
have a deep debt of gratitude to those American pioneers who 
started the movement for mental hygiene—Clifford Beers, 
Adolf Meyer, Thomas Salmon, and many others—this move- 
ment which, through their fortitude, courage, and vision, has 
spread all over the world and is now ours as well as yours. 
Some of us mental hygienists came to the United States 
for the first time in 1930. We took back with us to Europe 
a great many new ideas, methods, and tactics. Now, after 
twenty years, you have made it possible for us to come again 
to compare our experiences, to see again in what different 
ways we have been traveling, to give us the opportunity to 
foster international collaboration in mental health. 

It has been my privilege to work in the theoretical and 
practical fields of mental hygiene on many different levels. 
I say this not to boast. It was my rare good luck that I was 
able to start mental-hygiene clinics—child-guidance clinics, 
and so on—in that part of Switzerland which was considered 
rather backward. I had the opportunity also to establish a 
few similar institutions in other parts of Switzerland and 
even abroad. Then I had the good fortune to help organize 

*Luncheon address delivered at the First Annual Meeting of the National 
Association for Mental Health, Chicago, November 29, 1951. 
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the European Committee and the European movement for 
mental hygiene, and in the end to interest a few American 
friends, among them Dr. Stevenson here, who, greatly over- 
estimating my few abilities, had me elected president of the 
World Federation for Mental Health. 

As I said, I am not boasting about the luck I have had, the 
undeserved luck. I am going into all this only to show that 
I have had an opportunity to look at the most varied aspects 
of mental hygiene more or less around the world, and to get 
a few ideas about what it is that constitutes mental hygiene, 
about the factors that favor it, about the perils that threaten it. 

You would be surprised—or perhaps not—if I told you that 
it is far easier to deal with mental health on a world level 
than on a local level. When I was sometimes tempted to get 
puffed up about the presidencies I held, I just had to go 
back to my own small place among my country people, hard- 
headed—sometimes I am tempted to say pig-headed; to 
discuss individual cases with my social workers and psycho- 
therapists; to get a few letters from politicians; to try to get 
money from people in authority. That brought me back to 
earth. 

You see, we cannot have too many illusions about our work. 
It has to be done, as you put it, at grass-root levels. It is 
only practical work that counts. Of course, organizations on 
a state and national and international level are of the utmost 
importance in many ways, but to get people into the ways of 
mental hygiene and mental health, you have to work directly 
on them, with them; and until you have convinced them indi- 
vidually, until you have got those small groups interested in 
your work, you have not accomplished anything. Your 
preaching in national and international assemblies, in world 
congresses, does not get down to the people. 

But work in local communities, in child-guidance clinics, in 
mental-hygiene units, in mental-hygiene clinics, is, I should 
say, one of the most difficult on earth—difficult because it has 
to be so differentiated. Mental hygiene is not like surgery. 
Whether you have a burst appendix in Switzerland or in, 
say, Japan or Nebraska, the treatment is absolutely the same. 
But mental-hygiene techniques cannot be the same every- 
where because you have to take into account—and this is 
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something that we are apt to forget—that people are different. 

When I came back from the United States in 1930 full of 
enthusiasm, I did not know what the techniques of mental 
hygiene would require. We had no mental-hygiene workers 
in Europe, no psychotherapists or child guidance, and so on. 
What I had seen here had deeply impressed me and I thought 
that these American institutions could be used as they were 
with our own people without variation, just as appendicitis 
in Switzerland and appendicitis in New York are treated 
alike. This is not so, and I have since had to pay very dearly 
in learning through experience. 

I have been a clinical psychiatrist for many years and many 
patients have trusted me. But I had no idea how those 
patients lived, what the family background was, what country 
people were really like. I knew in general terms, of course, 
but you know in any country, when a man comes to see a 
doctor, he is on his best behavior. He does not tell you the 
truth, and even if he does, you don’t know how things are 
going in his home and his village and so on. So when we had 
no social workers going into the families, knowing them, living 
with them, so to speak, we had no idea at all what conditions 
were. 

After having spent fifty years in my part of Switzerland, 
director of my mental hospital for thirty-five years, and doing 
practical mental-hygiene work for twenty-five, I still do not 
know my people. I do not really know them. Every day I 
get big surprises—for instance, when hostility against our 
work flares up in some vilage. But why? We want the best 
for our people. Why do those people hate us? Why do they 
not understand? When I have occasion to send bills to those 
people—dues for membership in a society we founded many 
years ago—they send them back, saying, ‘‘We don’t want 
anything more to do with you.’’ But why? 

I send a social worker. My social workers are my hands, 
my eyes, my ears in dealing with the people. As a clinical 
psychiatrist, I live in my hospital, I live in my clinics. I do 
not do field work. I haven’t the time. But we must first of 
all realize that every human group has its social, cultural, 
traditional background, which is different from those of other 
people. I believe that when you look at things from afar, they 
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seem pretty much the same. For instance, when we look at 
the United States from Switzerland, we think people from 
Omaha or from Chicago or from New York are the same, 
more or less. But now, through these flying seminars, I have 
had occasion to visit several states and have been absolutely 
astonished to see how different Colorado is from New York 
or from Chicago or from any other place. I have been in 
small places in Wisconsin and Nebraska, and these, too, quite 
surprised me. Of course, they look much the same, but I 
think the problems are not the same nor the traditions, which 
we take for granted without being conscious of doing so. 

Now I come to the point. Mental-hygiene clinics, child- 
guidance clinics are places to which our patients, or would-be 
patients, have come to find some kind of safety, of solace— 
somebody who they know will look after them, help them to 
solve their problems, help them to get over their difficulties. 
Getting to know a group intimately—I mean socially, tra- 
ditionally, culturally—takes years. It does not happen in a 
few days or a few weeks or a year or so. As I told you, I 
don’t know my people, who are not very numerous—one 
hundred and fifty thousand. I do not know them even after 
so many years of work among them, and when I see social 
workers, doctors, psychologists, coming and going, six years 
in a place, one year, five years, I wonder how they do it. 
How, I ask you, can they get to know intimately the popu- 
lation or the group of the village, town, or city in which they 
are living? 

Say that I am a patient. I have my troubles, my problems. 
I go to a social service where I see Miss Brown. She is very 
kind to me and she helps me in many ways, and the doctor is 
there, and it is all right. I go away feeling better. Every- 
thing is all right for two, three, five years and then I come 
back. I ask for Miss Brown. ‘‘She is no longer here. You 
will now see Miss Smith.’’ 

This is, I think, perhaps one of the shortcomings—you will 
excuse me for being critical—one of the dangers of your 
splendid movement for mental hygiene here in the United 
States. We are quite at the other extreme, beset by the 
opposite danger. In my Switzerland, 87 per cent of the people 
are born, live, and die in the same canton. We find plenty of 
ignorance, tradition, and prejudice which have come down 
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from generation to generation, but there is some continuity, 
while here everything is on the move, so to speak. With us 
everything is traditional, sometimes very foolishly so. But 
mental-hygiene clinics have to be adjusted to every medium 
in which they work—that is the most important consideration. 
They have to be adjusted. They must know not only the 
individual; they must know their groups as well. 

There are, as I have stated, many dangers in traditionalism, 
but it is quite interesting, when we meet with our social 
workers, to see how those girls have got the whole population 
in their heads. When we talk about John Miller, they will 
know all about not only John himself, but his children, his 
parents, his grandparents, his uncles, ten aunts, and so on. 

Every country, of course, has its own difficulties. I have 
tried to unify, so to speak, mental-health movements all over 
Europe. I have even tried to do it in France. I have tried 
to do it in Italy. I went there with my superior wisdom, 
preaching what had to be done. I must confess I was abso- 
lutely wrong there, and the same may be true here, where I 
am preaching to you also. 

I think we can learn a great deal from one another—ideas, 
methods, techniques. I must tell you what I admire most here 
in the United States in all your mental-hygiene work. It is 
the fine spirit you have, the splendid enthusiasm among your 
teams of workers. I must say that I have been very deeply 
impressed by this feeling. I think it is the most inspiring 
thing I have seen in the United States in mental-hygiene 
work. It is the one thing I am taking back. Of course you 
have made plenty of progress in mental hospitals and so on— 
improved on plenty of things that were not so good twenty 
years ago. You have developed—and I think this is largely 
due to the movement for mental hygiene—your programs in 
psychiatric social work and clinics and so on. It is admirable. 
But more than anything else, it is that spirit of collaboration 
which we have not got to the same degree, or haven’t got at all, 
in Europe. 

We must be modest about our work. We must be modest 
because we can’t but be aware that we are still frightfully 
ignorant about the elementary, basic facts of the human mind, 
of human psychology and psychopathology, especially collec- 
tive psychology and psychopathology. If we want to have a 
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better seciety, we must learn first of all how people think and 
feel, but we must learn it not through prejudices—through 
colored spectacles, so to speak—but objectively, scientifically. 
We are still far from that. 

I think that your association, which is powerful, could do a 
splendid job if it organized more scientific teams to work for 
progress. I know you have done splendid things, for instance, 
with regard to many scientific phases of sociology, but I think 
that your work might be carried on perhaps a bit more inti- 
mately, as it is in the World Federation for Mental Health. 

When we started work in our World Federation a few years 
ago, eleven or twelve nations, I think, were represented in 
our executive council. Chinese, Americans, Europeans—I 
don’t really recall the exact composition. All of us were very 
deeply convinced of the rightness of our ideas. We were 
talking the same language, using the same expressions, but 
the emotional, instinctive background of our words, the whole 
rationale of what we said, was not the same. When we used 
the word ‘‘psychopathic’’—which is not a very good word— 
or when we used scientific terms, especially ‘‘psycho’’ words, 
we did not share the same unconscious associations about 
them as our neighbor. So, as you see, we had to get down to 
grass roots again and try to define what we really meant— 
that is, to understand all the implications of the terms, not 
to be satisfied with a formula that was purely form without 
any emotional and instinctual background. It was a most 
difficult job. It took us years to do it, but now, every time 
our executive council meets, at each session, we get the 
impression that we get closer not only because we have the 
same ideas, but because we understand one another far better, 
with no prejudice, no misunderstandings. 

But of all the scientific work that has been promoted and 
that has been and is of essential importance for humanity 
now, I think mental hygiene is the most important. We have 
to get far more scientific facts than we have now. 

You see, we haven’t any friends, and we have many 
enemies. In our own villages and cities and communities, we 
take care of people who, as a general rule, are not very well 
educated people—vagrants and prostitutes, criminals, mal- 
adjusted people, rebelling and rejected children, and so on. 
These people are not normal, and it is quite interesting to us 
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that part of the negative feelings that other people have for 
these individuals are transferred to us in our work, which 
sometimes makes it difficult. 

And we have still other difficulties. The Communists are 
opposing our movement all over the world. I was told last 
year in Paris, and have read in La Résumé—a Communist 
paper which deals with mental hygiene—that our mental- 
hygiene movement is the last crutch which expiring imperial- 
ism, capitalism, has invented to lengthen its doomed life. We 
are termed an instrument of capitalism, imperialism, and I 
don’t know what! And, you see, there are people in Europe 
who believe this, especially if we try to impose on people our 
own pattern of life, our own ideals about how men ought to 
behave. 

Mental hygiene has no field of its own. We want only to 
help humans to be better prepared for life, to help them lead 
useful and happy lives. We are not like the Communists, 
who give them a special ideal with special aims to which they 
must conform. We leave the minds of people open. More 
than that, we try to open their minds in the hope that they 
will make better use of them. But of course, we are not as 
strong as the Communists because it is much easier to foster 
human greed than to make individuals and groups responsible 
and different and free. 

We must be aware of those dangers, and every wrong move 
on our part, every wrong assertion, even every pretense 
which is not based on solid, hard facts, will be turned against 
us, probably not so much here in the United States, but cer- 
tainly in South America, in Europe, and in most of the world. 
So we have to be very careful about what we do and very 
energetic in pushing when we know, when we have the facts, 
when we have the scientific knowledge. Unhappily, we are 
not sufficiently developed scientifically and one of our most 
important tasks is to help the scientists get the facts and the 
knowledge about mental health, mental illness, and so on. 

But I have already taken too much of your time. I confess 
that I wanted to tell you about quite a few other things, but 
the ideas that I have presented seemed important to me. I 
thank you for your patience and for the kindness you have 
shown to all of us international representatives on our flying 
seminars to America. 
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I HOPE that any of us who speak as professionals in the 
field of psychiatry on the general subject of mental health 
in industry will do so, as I shall try to, with humility, 
realizing that we have many limitations. We in psychiatry 
certainly have not all the answers for industry’s many 
troubles. As a matter of fact, we have had minimal experi- 
ence in applying the principles we have learned from treating 
sick people to this great area of social life that we call 
industry. 

We do not even know quite how to reach the people who are 
in charge of this field of industry. While we know that public 
interest in this general subject of mental health is, in one 
sense, at an all-time high, we are equally aware that very few 
people really know what we mean when we talk about mental 
health. While I should not center specifically on the indus- 
trialists, many of them, too, are part of this group that has 
as yet learned only the tune and does not know the words. 

Another reason why I should be hesitant in speaking about 
mental health and industry is that I have had no personal 
experience in industry. I think it is rather dangerous to 
invade somebody else’s business and try to make suggestions 
that will be helpful, no matter how carefully those suggestions 
are made. 

Nevertheless, I propose to make some suggestions. Per- 
haps I can claim two justifications for my impudence: 

First, in a sense I try to be an executive. I have an organi- 
zation that affects the daily lives of about sixty-five hundred 
people. It does not happen to be a money-making enterprise. 
It makes no profit, at least in dollars and cents. It produces 
three intangible products that cannot be valued in money: 

* Delivered at the First Annual Dinner of The National Association for Mental 
Health, Chicago, Illinois, November 30, 1951. 
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trained workers in the field of mental health; new knowledge ; 
and the reconstruction of people into healthy, happy, and 
efficient individuals. But I do have some of the personnel 
problems that industry has, some of the problems of motiva- 
tion and supervision, and I am expected to produce results 
in my factory. 

Second, along with many of you here, I had quite a little to 
do with the mental-health problems of the military forces 
during the war. Part of our job in the army was to attempt 
to motivate men to carry out a tough assignment, much as in 
a factory—to find how we could best keep them on the job, 
to help them if they bent or cracked. This experience in 
trying to deal with the problems of a large group of men to 
keep them on the job seems to me somewhat parallel with the 
situation that exists in any kind of industry. 

In my remarks this evening, I should like to broaden the 
concept of industry to include all of us who work, whether 
our work is in the home, in the office, in the store, in the fac- 
tory, in the street, or in the hospital. I believe I am justified 
in thinking of industry in these broad terms because an 
employee’s mental health and his satisfaction in life are not 
compartmentalized into eight hours on the job. He invariably 
takes his work home and takes his home to work, both the 
good and the bad. 

I remember one of my experiences rather close to the front 
during the war. The man was a sergeant, a fine leader, a good 
soldier with a remarkable combat record. Then suddenly, 
without any explanation—no one understood why—he became 
morose; he became dejected; he lost interest in the job of 
leading his platoon. He became a psychiatric casualty, and 
it was only then, after he had become a casualty, that we 
learned about his wife. From home, four thousand miles 
away, she had written him that she had become interested in 
another man. 

An industrialist told me about sending one of his best tech- 
nical men on a three months’ tour of Europe with an impor- 
tant mission. The man came back home, his mission a failure. 
It was learned very much later that his wife was mentally 
ill and that he had worried about her and about conditions 
at home all the time he was away. He had not mentioned 
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the fact to any one in the company and no one learned about 
it until too late. From a business standpoint, his wife’s 
mental illness was an enormous liability to the company. 

Recently I saw, in a professional way, a telephone operator 
for a big company who had done a marvelous job over a 
number of years. Then she began to do less and less satis- 
factory work. Finally she caused great embarrassment and 
much loss of time, and she ruined the good will of many 
customers. After the damage was done, it was learned that 
her personal life outside the job in the factory had been 
terribly disturbed and that for some time she had needed, but 
had never obtained, medical help. 

Not long ago a housewife came for my professional help. 
She was happily married and had four children. She had 
always been known as a fine homemaker. Then her husband 
lost his job and the family went through a period of economic 
stress. The husband got a new job on the road that took him 
away from home a good deal. Carrying the home alone was 
too much of a load for this woman. First she became lone- 
some, and then she got at loose ends with herself. She 
couldn’t make decisions. She neglected the house and then 
the children. She became depressed. Then she tried to do 
something to herself. 

These very brief thumb-nail sketches illustrate my point. 
We are all striving to make a way of life, and a part of that 
way of life is our job. The job is only one facet of this making 
of a life. 

I’d like to point my remarks to four areas in industry, still 
thinking in terms of the job that any of us may have. 

Psychological Aspects of Work.—First, let us consider 
briefly the psychological aspects of work itself. What is 
work? Long, long ago, I suspect, work was chiefly a welcome 
opportunity for the pouring out of some of the aggressive 
energy that man had. To-day, in our present culture, we can 
say, of course, that work arises out of the need for self-preser- 
vation, the desire for a family, the satisfaction of having some 
relationship with other people. Principally, most of us work 
because we must, in order to earn a living. But this require- 
ment that we must work gives it the quality of a demand from 
an unseen authority. We have to do it. And many of us 
resent authority. 
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Now, this authority has become introjected into us, and 
so we think ordinarily of work as being a commendable thing. 
But it is none the less the expression of our instinctive, 
aggressive drive. It represents our effort to master and 
control our environment. It also carries the implication that 
we are directing this effort against something. This some- 
thing may be a problem. It may be a machine. 

Many jobs don’t offer a very adequate outlet for the 
instinctive energy that is in all of us. True, there are some 
compensations. Sometimes we feel that our work is suffi- 
ciently worth while to make up for the fact that we don’t 
have the outlet we need. Often we gain satisfaction from the 
very happy personal relationships we have on the job. One 
of the most advantageous aspects of any kind of job—an 
aspect that is so important for us, if it is there—is the feeling 
that we ‘‘belong.’’ Monetary gain, too, is often a source of 
satisfaction. 

In the opposite direction, we see, across the country, very 
many evidences of dissatisfaction with work. In manage- 
ment-labor difficulties, labor often appears to be fighting for 
material returns when it is actually striving for job satis- 
faction. The restrictive nature of work as we enforce it 
upon ourselves—the regimentation, the routine, the lack of 
opportunity for initiative in so many jobs, and often the lack 
of an opportunity for creativeness—adds, I think, to job 
dissatisfaction. 

We must assume that the great majority of people do want 
to work, but that our systems, our methods, or our organiza- 
tional set-ups frequently prevent them from getting the inner 
satisfaction they need and are trying to get. 

From a psychiatric point of view, the result is often the 
displacement of hostilities from the job—perhaps to manage- 
ment, perhaps toward the home, perhaps toward the com- 
munity. We can’t be unaware of frustration when we so 
often see such overwhelming inefficiency in what people are 
trying to do. We in professional work are frequently aware 
of the maladjustment that results. 

Maladjustment in Industry.—What are some of the results 
of maladjustment as they must be apparent to every manage- 
ment engineer, every supervisor, and every executive? I say 
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‘‘maladjustment’’ purposely, because I think that we get into 
semantic difficulties if we label all types of personality prob- 
lems as mental ill health. Unfortunately, too many people 
still think of mental ill health as referring only to ‘‘crazy’’ 
people, and I am not referring to that group at all, but to the 
much broader group represented even in this room, which 
works with us on the job wherever that may be. When I say 
‘‘maladjustment,’’ I refer to the type of individual who is a 
perennial trouble-maker, to the gold-brickers, to the indi- 
vidual who can’t give or take orders, to the absentee, the 
undependable worker, the suspicious worker. 

We must also take into account, when we are talking of the 
mental health of the worker, the well-known fact that even 
for us and all our friends, 50 per cent of the visits we make 
to a physician, complaining about our hearts, our heads, or 
our stomachs, are fundamentally emotional in origin, even 
though reflected in the mirrors of our bodies. 

In considering the incidence of maladjustment, many sur- 
veys have shown that from 60 to 80 per cent of all dismissals 
in industry are due to social incompetence and only about 
from 20 to 40 per cent to technical incompetence. 

Then there is all the maladjustment that is revealed in the 
high percentages of absenteeism, and turnover, and in strikes 
and the other symptoms of employee discontent which our 
newspapers make us so aware of every day. 

Obyiously the direct effect of the maladjusted person, no 
matter where he is—in the home, in the factory, or in the 
store—can be damaging. We know that one emotionally dis- 
turbed employee can mess up his whole department like the 
proverbial single rotten apple in the barrel, and that the cost 
of such a person can hardly be estimated. We know that 
mental health means money in the pocket of industry. It 
means happiness in the family circle. When we don’t have 
mental health, we see the effects, not only in the factory, but 
also in the home, and this is a fact which this group here, so 
much interested in mental health, must take into account if 
we expect to do something about mental health. 

I can’t pass by my chance to refer to those of us who are 
executives, and who try to assume the functions of the execu- 
tive. When the executive is in mental ill health, there is 
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always a major problem in our factory. I remember one 
specially troublesome situation in the military service during 
the war. A colonel with a very fine record was under a great 
deal of pressure. He began to get suspicious, first of some 
of the men in his own group and then of the higher-ups. I 
can only tell you that a whole regiment went through a 
terrific mess because there was a mentally sick man at the 
head. And I can tell you it is awfully difficult to deal with 
at that level, as it is in the case of most executives. 

In mentioning this illustration, I don’t refer only to the 
top executives. I would include people all down the line who 
are in charge of other people and have the responsibility of 
helping them find job satisfaction. We find supervisors who 
are autocratic or domineering, who are unable to make a 
decision or to delegate responsibility, who are bad-tempered, 
who are unreasonable, who are unable to win respect. All 
of these I would include among the maladjusted. 

Psychiatric Applications.—I think you have every right to 
ask whether we in psychiatry have any suggestions to make 
about applying mental-health principles to industry. I may 
be presumptuous, but I think we have. I’d like to mention 
two or three that it seems to me would be of great importance 
were we able to apply them across the board in any kind of 
big business. We can apply them in any home. 

The first of these is leadership. It seems to me that of all 
the factors that influenced mental health in the army, the 
foremost was leadership. Leadership could either maintain 
or break the mental health of the men in any unit. With a 
fine leader, an unstable and even somewhat maladjusted 
soldier could go along way. On the other hand, a weak leader 
could bend, or even break, the strongest personalities. 

I don’t think we can assume that leadership is entirely a 
God-given ability. To apply the necessary skills of leadership 
implies that the leader must understand men. I don’t mean 
understanding from a common-sense point of view alone. I 
mean from a very uncommon-sense point of view. 

The kind of leader that I wish could be in many, many high 
places is the man who has some understanding of personali- 
ties, their structure and function, how they work, and who 
knows of the vnreasonableness in all of us and the hostilities 
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that we all have. I would wish that in trying to handle his 
men, a leader might be able to recognize some of the symp- 
tomatic expressions of maladjustment. 

Often, during the war, I wished that we had a method of 
determining how the enlisted soldier felt toward his officers— 
his satisfaction and dissatisfaction. Yet many leaders are 
afraid to know what their employees really think about them. 
There is a remarkable experiment going on now in Sears- 
Roebuck in which management is trying to find, by inventory, 
what each man thinks of the man above him. I take off my 
hat to Sears, because it takes courageous leaders to ask what 
their employees think of them, particularly if these leaders 
are then willing to do something about the suggestions they 
receive. 

A second area in which I think we have learned some les- 
sons about the application of mental health to large groups 
of individuals is in the field of motivation. We cali it morale, 
whatever that is, but we mean the motivation to do a good 
job. Unless we help a man understand what his job is and 
give him a total picture of what his part on the team is, he 
can never really be a member of the team. We spent an enor- 
mous amount of effort during the war years, as many of you 
know, trying to motivate the soldier through a section in the 
military organization called ‘‘Information and Education.’’ 
We felt that the provision of information was one of the most 
important steps in building morale. 

The second aspect of motivation is related to the effective- 
ness of communication. During the war, we felt that the 
front-line soldier could function only as well as did the line 
of communication to him and from him. There are, however, 
an amazing number of work situations in which, while there 
may be effective communication from above down, there are 
rarely any communications from below up. 

Providing goals and trying to give the soldier the rationale 
for the job to be done was an enormously important function 
in the area of preventive psychiatry during the war. The 
more each man was aware of a goal and could fight with that 
goal in mind, the more effective he became. But leave him in 
the dark, as we did far too often—in fox holes, anxious, not 
knowing where he was supposed to go, when we ‘‘hurried to 
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wait,’’ with too many men in entire ignorance because our 
communications failed—then morale disappeared. 

Perhaps the most important factor in motivation is to help 
men feel that they belong. To use the soldier’s vernacular, 
we never had to worry about the mental-health problems in 
any military unit in which the ordinary G.I. could say, ‘‘This 
is the best damned outfit in the army.’’ Why? Because the 
leaders of such a unit were smart enough to recognize the 
need to belong, and to give the feeling to each man that he 
was a part, that the group’s ideals were his ideals and not 
somebody else’s, and that he helped make these ideals. Where 
we can develop identity with the unit, in any kind of group, in 
industry or in the family, and where we can get people to feel 
a strong unitedness, a belongingness, a relatedness, we don’t 
have to worry about mental health. 

The third area of application of psychiatric knowledge to 
industry is in the field of treatment. Many maladjustments 
do occur on the ‘‘front line’’ and have to be spotted by some- 
body who has the ability and the knowledge to recognize them, 
and to do something about them. 

Most of our executives are well aware that they must have 
experts in all kinds of fields. Yet it is a curious fact that 
99 per cent of all of us think we are amateur psychiatrists and 
are ready to diagnose what is the matter with our friends as 
well as our families and our employees. I make the plea 
that we should use the same sort of sense in this area as we 
do in other technical specialties—that we obtain the help of 
experts for diagnosing these particular problems and for 
maintaining the emotional first-aid stations that I am sure 
are important in any kind of business. These experts should 
be given an opportunity to deal with the various kinds of 
problem in the individual lives of the people who are asso- 
ciated with and work for us. 

I think all these opportunities for therapeutic help are a 
‘‘must’’ if we are going to improve the mental health of a 
large group of working people. 

Value Systems.—The fourth area I want to talk about 
briefly is industrialization and our way of life in this techno- 
logical world. In considering how advanced we are, how 
science and the industrial revolution have affected the mental 
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health of society, I think one is faced with a need for answers 
to some very basic questions. Are people to-day any more 
or any less happy than they were in the more primitive cul- 
tures in other civilizations? Has our progress in the field of 
pragmatic materialism blighted and minimized our spiritual 
values? Have scientific and technical and industrial develop- 
ments robbed many people of certain deep-seated satisfactions 
without offering suitable substitute satisfactions? Have the 
great technological advances that industry has provided, that 
have made it possible for us to defend ourselves against an 
enemy—have these advances stimulated man’s instinctive 
hostility and_aggressiveness beyond our capacity to handle 
them? 

Our way of life is highly competitive. America is accused 
of being materialistic and of worshiping the almighty dollar, 
and even our generosity is interpreted as having a motive for 
selfish gain. We are aware of the widespread attitude, 
‘What is in it for me?’’ Students in colleges and universi- 
ties are told to hurry and get a job, with the implication that 
the chief return is the money earned, and that the final result 
is what that money can buy. It is not surprising that a 
prominent educator recently raised this question: If our aim 
in America is hard-headed materialism, why waste time 
giving or trying to give our students culture? 

I should like to consider what are the goals in our industrial 
civilization. In industry, they seem to be production, profits, 
surplus, and dollars. For a great many people, success in 
life unfortunately seems to be measured by personal wealth 
and material possessions and power. At the same time 
America is rich in its spiritual and esthetic values and 
resources. This is attested to by our ability to rise to crises 
again and again; by the millions of dollars and unlimited 
hours of voluntary services we give to community leadership, 
to character-building agencies, to humanitarian activities, to 
religious services. 

Our problem, it seems to me, may be due to a mixing of our 
value systems. We seem to be so effective in communicating 
our material goals as compared to our spiritual goals. It 
seems to me that we tend to focus on and hear about one side 
of industry, which has as its chief goals the increase of pro- 
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duction and the increase of profits. At the same time we tend 
not to focus on, nor to think nearly enough about, how to help 
solve the social problems in our community, how to strengthen 
family life, how to make life more satisfying for both worker 
and executive. It is these personal values, by their absence 
or by their presence, that determine mental health. 

Our deepest satisfactions come or do not come through our 
ability to love and be loved by our patients, our families, our 
friends, our employers, and our employees. The job is a way 
of making a living and the company is a money-making 
machine, but both must provide a way of life for the people 
who are working in them. Money in any form—salaries, 
pensions, trusts, profit-sharing, and new couches in women’s 
rest rooms—won’t provide the deepest satisfactions and 
won’t bring or buy the loyalty or high morale we strive 
toward. These can’t be purchased in industry any more than 
they can at home. Not by money. So much of job satisfac- 
tion, it seems to me, depends on the personal values that are 
gained in human relationships through mutual respect and 
dignity, confidence and belonging, and, yes, love. 

I don’t want to imply that industrial leaders don’t look at 
things this way. Many of them do. I quote from one of our 
great industrial leaders, Sam Lewisohn, who wrote this state- 
ment not so long before his death: ‘‘The problem in industry 
is largely that of securing a new emotional orientation toward 
the subject of human relations on the part of employers and 
executives. Along with the pride in the size of their plant 
and the quality of their output and the amount of profit, they 
must find pleasure in boasting of the excellence of their 
methods of human organization.’’ General Robert Wood 
recently stated: ‘‘Business must account for stewardship, 
not only on the balance sheet, but also in the matter of social 
responsibility.’’ 

Many of us have great hopes for industry’s réle in this 
area of mental health. I think we are justified in having these 
hopes because industry is the mést powerful segment in 
American life. It exerts the most direct influence on our 
way of living, on all of us, and involves the largest segment 
of our population. 

I wish industry would try to do two things. I wish it would 
make aggressive application of the mental-health principles 
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that we now know are applicable to workers. This implies, of 
course, the reévaluation of our value system and the deter- 
mination of a more effective way of meeting both material 
and human goals. 

Secondly, I wish that industry might give much wider sup- 
port to mental health as it affects all our various groups, not 
only the executives and the workers, but their families as 
well. I wish that industry would assume responsibility, too, 
for the customers who buy its products, because there, again, 
the mental health of these people directly affects the pocket- 
book of industry. And, finally, I wish that industry would 
concern itself with the mental health of the community in 
which these customers and families all live. 

I think this could be implemented if industry were to pro- 
mote public-education programs in mental health, to help 
provide and support mental-health facilities—guidance cen- 
ters and clinics and hospitals, including state hospitals—in 
many, many of our communities, and to recognize and do 
something about the greatest bottleneck of all—the shortage 
of trained personnel and research. 

But there is a part of this implementation that depends on 
us, not just on the vision of industry. There is a shortage of 
man power and there is this shortage of knowledge, but there 
is also a resistance on the part of the general public, as well 
as of industry, to appreciate the need. 

I have had a personel experience recently that has given 
me a little light on this subject. In an effort to try to raise 
some money for the program of The Menninger Foundation 
in Topeka, under the egis of our board of governors, we wrote 
to a large number of corporations and asked for support. We 
had some gratifying responses, but an amazing number of 
replies came back from chairmen or presidents saying that 
‘‘our stockholders would not feel we were justified in con- 
tributing in this area.’’ 

What is the matter with our campaign for mental health? 
The public accepts the responsibility for helping with heart 
problems. It accepts polio. It accepts cancer. But not yet 
is it willing to accept responsibility for mental health. The 
problem is that we are industry. We are their stockholders. 
We are the ones who need to indicate our feeling about this 
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need and not merely leave it to the president or the chairman, 
who believe that they are consciously trying to carry out what 
their stockholders want. 

I wish that industry would carry out these rdles in part- 
nership with us—the public—all of us trying to bring mental 
health much further than it has come. We meet here at this 
first annual meeting of a truly national organization for the 
purpose of fostering and building mental health. As we 
meet, I can’t help but be aware that we live in a turbulent 
world, a ‘‘crazy’’ world, with many evidences of man’s hos- 
tility to man—thoughtlessness and inconsiderateness and 
double-talking and suspicion and distorted value systems, and 
greed and prejudice and hate. We see this turbulence ‘‘acted 
out,’? as we say in psychiatry, in so many ways—in labor- 
management disputes, in increasing delinquency, and in the 
high rate of divorce, in racketeering, in cheating, in alcohol- 
ism, in drug addiction, in mental illness, and in humanity’s 
greatest failure, war. 

All of these are evidences of mental ill health, maladjust- 
ment, our inability to get along with one another. But it is 
our world; it is what we are making it; and its course depends 
on the responsibility that you and I assume for tt. 

In closing, I’d like to make three appeals. First, to indus- 
trial America, so well represented here. I appeal to industry 
to attack far more vigorously the problem of human engi- 
neering, to the direct benefit of those in our industrial organi- 
zation, with the intent of providing those individuals with 
the opportunity, not only to make a living, but also to develop 
a satisfying way of life. I appeal also to industry to give 
liberally of its profits to our many centers, which are carrying 
on basic research in the field of mental health and which are 
training specialists who would give leadership in this field. 
I appeal for the assumption of a much greater responsibility 
for the mental health of America, and of the world. 

My second appeal is to all of us as members of this National 
Association for Mental Health, and to representatives of state 
and community mental-health organizations. Our entire num- 
ber is far, far too small for the enormous task that confronts 
us. My appeal is that we double and redouble and then 
quadruple our efforts to improve the mental health of our 








196 MENTAL HYGIENE 


community and commonwealth and nation. We are con- 
fronted with the fact that many people—and intelligent 
people—have no idea of what we mean by mental health. We 
are woefully lacking in facilities. Our educational system 
needs help badly. Many laws must be changed. Staggering 
social problems confront us. Many of our state hospitals still 
stand as a disgrace on our social conscience. Perhaps most 
of all, public support is needed if we are going to be able to 
train personnel and gain new knowledge through the research 
that is so necessary. These, it seems to me, are our jobs as 
members of mental-health associations. 

My third and final appeal is to us as individuals. Early in 
these remarks I tried to point out the obvious—that the world 
is full of hate. Hate begins in men’s souls and some of it 
begins in our souls. In any kind of crusade—and I look on 
this mental-health movement as a crusade—the workers 
themselves should contribute first. Would that each of us 
had the courage to examine the ways in which we handle our 
own hostilities, with the intent of eliminating more of our 
selfishness and resentment and prejudice and bigotry, and 
that we could simultaneously increase our capacity for 
humility, to give of ourselves, to love! Only as we and hun- 
dreds of thousands of other people can do this, or can be 
helped to do this, will mental health really be improved. 

As members of this national association and as representa- 
tives. of similarly dedicated people in many communities 
across this great country, this is our individual and collective 
responsibility. It is our obligation and it is our privilege. 
What we can do will really make a difference. 

Let it never be said of us, ‘‘Too little and too late.’’ 
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Se the maturing relationship between public health and 

psychiatry—the offspring of which, hopefully, will be a 
sound and successful program for the promotion of mental 
health—public health has certain assets to offer. These have 
to do with skills in community organization and with large 
numbers of personnel who are in intimate contact with a sig- 
nificant proportion of that part of the population most pro- 
ductive of mentally ill people. The assets psychiatry has to 
offer are some knowledge of how the human personality grows 
and develops and of how it reacts under certain environ- 
mental conditions—physical environmental conditions or con- 
ditions dependent upon contacts with other persons. 

The aim of public health is to bring into function, into 
practical application in a population, those parts of scientific 
knowledge applicable to the extension of life and to the 
improvement of productivity during life. Until recent years, 
the knowledge available for these purposes has come pri- 
marily from the fields of bacteriology and immunology. The 
greatest successes of public health have been in the prevention 
of death by the acute communicable diseases; the procession 
of successes in this field, from the relatively ancient discovery 
of the control of smallpox to the relatively recent control of 
epidemic meningitis, is very well known to you all. It is worth 
mentioning that these great triumphs of the public-health 
application of scientific knowledge are of no little mental- 
hygiene significance, Life is more secure; parents are not 
driven by catastrophic epidemics into one grief reaction after 
another; the mental illness of delirium is much more rarely 
encountered because of these medical advances. 

It is trite to point out that these successes have, however, 
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simply presented us with a different set of problems, and that, 
from the vantage point of present knowledge, this new set of 
problems is more complicated than those already solved. 
While deliria are less frequent, senile and arteriosclerotic 
mental illnesses are much more severe problems, and brains 
damaged in accidental injuries are producing behavior dis- 
orders in large numbers. In the somatic field, cancer and 
cardiovascular-renal diseases have become the principal 
problems. 

The problem in many of these diseases is very like that in 
the major mental illnesses. Public health, in order to meet 
the new demands upon it, has broadened its goals from the 
mere prevention of death to the prevention of disabling ill- 
ness. The prevention of morbidity is the goal as well as 
the prevention of mortality. The mental illnesses produce 
greater morbidity than all other classifications of illness with 
the exception of the arthridides. Mental-hospital patients 
spend almost a hundred times as many days in hospitals as do 
patients in general hospitals. When public health takes the 
reduction of morbidity as a goal, it must face the real problem 
of the mental illnesses. 

Mental illnesses may be divided, for our purposes, into two 
types: those in which the brain is obviously damaged—as in 
the case of paresis, senility, and traumatic psychoses—and the 
group known as ‘‘functional.’’ The latter are believed to 
arise out of a combination of constitutional factors and, more 
important, out of stresses and strains that play upon the indi- 
vidual during his life, particularly during that part of life 
when the personality is in process of very active growth and 
development. In order that those of you who are sophisti- 
cated in psychiatric jargon may understand me, this belief is 
known technically as the psychodynamic hypothesis. A corol- 
lary of it is that if the stresses and strains of living reach the 
developing personality only in proper dosage and at proper 
times, then a stronger, healthier, more rugged personality will 
result than if stress is imposed in inordinate doses and at 
harmful intervals. To use a homely example, stress on eating 
may be quite appropriate for the too thin adult, but it may 
be disadvantageous in the case of the three-year-old whose 
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need for food has decreased by reason of a slowing of the rate 
of growth. 

Public-health mental hygiene is the application of the 
scientific knowledge about mental health and mental illness in 
the lives of the population served. Unfortunately, mental 
illnesses have been associated with mystico-religious fantasies 
for so long that there is a tendency, in the efforts toward the 
promotion of mental health, to borrow the starry-eyed enthusi- 
asm of the fanatic reformer. In such a situation—and it is 
all too common—the enthusiast is likely to mount his steed 
of publicity and so-called public education and ride off at full 
speed. In so doing, he frequently wanders away from the 
narrow path of scientific knowledge and sets off across 
unmapped country, finally falling when some simple question, 
usually put forth by a harassed mother, looms up as insuper- 
able because the knowledge has been left behind. Enthusiasm 
for a ‘‘good cause’’ will not take the place of scientific knowl- 
edge. To use the psychiatric jargon again, there must be 
‘‘content’’ as well as ‘‘affect,’? knowledge as well as enthusi- 
asm, if progress is to be made in mental hygiene. It will be 
the purpose of this paper to set up three categories or axes 
of knowledge about human personality development and 
functioning around which the available facts may be oriented. 

The Axis of Development.—The building of the human 
personality is no haphazard, unpredictable series of chance 
occurrences; it is an orderly succession of events, each 
dependent upon the preceding ones. If one studies an indi- 
vidual carefully so that his present status is known, one can 
fairly well predict what will be happening to his development 
in the near future, barring accidents, of course. In the matter 
of rate of growth, for example, it can be said that an infant 
growing at the rate of twenty-two pounds per year will be 
growing at about one-seventh that rate at age three, and 
around half that rate during the pubertal growth spurt. It 
can be predicted that the infant who holds up his head at six 
weeks and crawls at eight months will be walking within a 
few months of the time he is a year old. Depending upon 
hereditary and nutritional factors, it can be predicted that the 
girl will have her pubertal growth spurt about two years 
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ahead of the male of the same chronological age. The deline- 
ation of the succession of events that takes place in the 
development of the human being in these anatomical and 
physiological spheres has been the life work of many investi- 
gators, but there are many more facts of human biology that 
are yet unknown. 

One of the two stages in the sequence of functional develop- 
ment that frequently gives rise to concern is that of the ability 
to control the sphincters. For reasons that probably have to 
do with the weakness of the human back, which aches when 
there are too many diapers to wash, as well as for reasons in 
the symbolic sphere, there has been a'tendency in our culture 
to try to train children early. So far as can be judged scien- 
tifically, sphincter control is not possible for a child until he 
is walking well—fifteen months to two years—and is not com- 
plete for years after this. As I have often pointed out else- 
where, it is enough that the mother should have to wash 
diapers because the infant soils and wets them because it can 
do nothing else by its own desire or care; it is too much if the 
mother has both to wash diapers and also to be angry at the 
child for not doing what it cannot do because its nervous 
system is not fully developed. 

There is a progression of behavior patterns which is also 
predictable for most children; the departure from the progres- 
sion in the direction either of delay or of acceleration is a 
signal to examine more carefully the mental health of the 
child. “Not all of the events of the behavior sequence yield 
satisfaction to the parent; some are disturbing to the parent 
who is not aware that they are coming. Spock has pointed 
out that many parents enjoy their children until their second 
year, but then are appalled by their ‘‘badness.’’ There is a 
very nice sequence in the film, Preface to a Life, that demon- 
strates this point. 

The baby has just learned to walk and is anxious to try out 
his new skill. His mother, partly in sorrow and partly in 
anger, complains that he is no longer satisfied to sit on her 
lap—he is always self-assertive. This is a phase of develop- 
ment that is predictable; it is an evidence of growth and 
should be a source of satisfaction to the mother in that her 
child may be seen to be taking the first steps toward a healthy 
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adult independence, and not a source of pique that he is more 
interested at the moment in the world of grass and leaves and 
things to put into his mouth than he is in his mother. Is it 
Shakespeare who said, ‘‘Parting is such sweet sorrow’’? To 
the unprepared mother, the budding independence is likely 
to be sorrow with anger, not sweetness. 

There are many other examples. There is a period in which 
the average child will tend to answer ‘‘no’’ to almost every 
request; this is known as the period of negativism and it is 
predictable. There is the independence-dependence struggle 
in adolescence; it is predictable. There is the issue of changes 
of interests that go with the pubertal growth spurt which are 
rarely anticipated, but are predictable, and which, for some, 
are productive of stresses and strains. 

It is worth pointing out that the changes of adult life 
are also predictable within limits. There is a sequence of 
behavior, both apparent and within the woman’s feeling and 
thinking, when she goes through a pregnancy. There is the 
predictable stress on parent and child when the children leave 
the family home as more or less mature adults. There is the 
predictable slowing of function and restriction of range of 
interests as the person approaches old age, a restriction that 
is probably more severe when unexpected and unprepared for 
than when foreseen and offset by the cultivation of what 
Meyer called ‘‘resting points of satisfaction.’’ 

Imagine yourself sitting in a cottage on the shores of Lake 
Michigan during your vacation, when it is very hot. The 
doors and windows are, of course, open and there is a nice 
breeze blowing. You are comfortably ensconced in a wicker 
chair, your feet on the window sill, your back to the door, 
absorbed in a good detective story. Behind you the breeze 
catches the door and slowly it begins to close. It speeds up 
gradually until by the time it reaches the jamb, it is going very 
fast. It is stopped suddenly, there is a loud ‘‘bang!’’ and the 
cottage shakes. You jump and start and for a moment are 
puzzled, anxious, or confused. Then things become clear as 
you figure out what has happened; you go and open the door 
and find a wedge or a brick to hold it open. 

But now suppose that you had been facing the door, had 
noted the rising breeze, and had glanced at the door and 
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noticed that the wedge wasn’t under it. It being vacation 
time, you, of course, did nothing about it, but the thought 
registered that the breeze might slam the door. Then you 
watched it start to move and with scientific detachment you 
watched the speed-up and heard the slam. But you didn’t 
jump; you were not anxious or confused; something predict- 
able and expected, merely, had happened. 

This long dissertation on slamming doors and the reaction 
to them has an application in mental hygiene in public health 
that is probably already clear to you. Julius Levy gave it a 
very good name back in the nineteen thirties; he called it 
‘‘anticipatory guidance.’’ The thesis is very simple: many 
types of behavior that give rise to stresses in the parent-child 
relationship are predictable. If expected, anticipated, as evi- 
dences of satisfactory growth and development, they are more 
easily tolerated and become less severe stresses on all con- 
cerned. It is quite clear that public-health personnel—touch- 
ing as it does a significant proportion of the population in 
pregnancy, in child-health clinics, in school health programs, 
in X-ray surveys, in cancer-detection programs and, most 
recently, in polyphasic screening situations—has an oppor- 
tunity to use the facts of physical, physiological, and psycho- 
logical development as an axis for progress in the promotion 
of mental health. 

The Axis of Epidemiological Study.—The second axis for 
progress has to do with the study of the epidemiology of men- 
tal illnesses. As you are all aware, modern epidemiology has, 
among others, two main purposes. The first of these is to 
furnish answers to questions concerning how much medical 
care is needed for a population. This type of epidemiology 
gives rise to many of the arresting, but now trite statements 
about the prevalence and incidence of mental illness. I have 
already noted here that mental illnesses are a hundred times 
as chronic as other illnesses. You have heard the famous 
statement that one person in twenty will spend part of his 
life in a mental hospital—a figure that needs correction; in 
1940 it was one in twelve in New York State. You have heard 
that there should be one mental-hospital bed for each two 
hundred of the population. 

Epidemiological studies have been used to point up the 
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startling personnel shortages also. The committee on nursing 
in psychiatric hospitals of the National Health Assembly, for 
example, pointed out that the half of the nation’s hospital beds 
occupied by the nientally ill were serviced by less than 2 per 
cent of all the registered nurses; 50 per cent of the beds were 
serviced by 2 per cent of the nurses! It is clear that studies 
of this type are helpful in planning medical treatment facili- 
ties, at least for severe cases which require hospitalization. 

Thus far, there have been no accurate evaluations of the 
medical needs of the less severe cases which do not demand 
hospitalization. This is an area now receiving intensive study 
by several qualified research groups in different parts of the 
western hemisphere, from Arizona to Northeastern Canada. 
In these studies attempts will be made to examine representa- 
tive parts of the population in order to determine the presence 
of mental illness of whatever level of severity. The use of 
po:yphasic screening techniques for other types of illness has 
stimulated interest in developing tests for mental functioning 
to be added to the other screens; thus far the research in this 
direction has not produced a satisfactory instrument. 

In addition to these more direct methods for determining 
the extent of mental illness that does not require hospitali- 
zation, we must also consider the epidemiological conclusions 
to be drawn from service agencies. Since the passage of the 
National Mental Health Act in 1947, there has been a tre- 
mendous increase in out-patient psychiatric services the coun- 
try over. Nowhere has a population yet been given all} the 
service it can use, so far as I am aware, but there are available 
more areas now where some portion of service needs is being 
met. The statistical records of such clinics are producing a 
mass of data as to types of problem present in populations 
and, eventually, when analyses are done, there should result 
improved estimates as to the prevalence and incidence of 
illness. The activity in this essentially very new aspect of the 
epidemiology of mental illness is most encouraging. 

But epidemiological studies should produce more than data 
essential for planning; they should also produce information 
about the cause of illness or, at least, about the factors asso- 
ciated with the appearance of mental health or disease. It is 
a cliché that factors that produce health are rarely studied; 
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usually these are interpreted from data on factors that pro- 
duce ill health. 

Some mental-health research, however, is being done. The 
long-term studies of development, both physical and of the 
personality, made by Washburn, Gesell, Sontag, and others, 
are contributions in this direction. Baldwin has been able to 
make some very interesting predictions about the kind of 
children that will be produced by certain kinds of parent. 
Lewin and his co-workers were able to show the short-term 
effects on behavior of certain kinds of leadership. The field 
of industrial psychiatry has contributed rather exact knowl- 
edge as to what morale and competition can do in affecting 
production. Military psychiatry has demonstrated that 
quality of leadership is of the greatest importance in main- 
taining the mental health of troops in the field. Conversely, 
both military and industrial psychiatry, as well as less exten- 
sive studies of school-teachers and their effects on children, 
have shown that defective leadership can lead quite directly 
to high rates of mental illness and maladjustment. 

A pediatrician friend of mine recently came back from a 
day’s work in a rural county with the story that he had seen a 
case of wetting and soiling in the classroom, a case of nausea 
and vomiting, and a case of severe recurrent headaches that 
day; all came from the classroom of one elementary teacher. 
Hewitt_and Jenkins, in a masterful application of statistical 
method to personality data, showed that a particular type of 
juvenile delinquent regularly appears out of a particular type 
of home and social setting, and the Gluecks have contributed in 
this area also. 

Many more and better controlled studies are needed, but 
epidemiological studies of this type are rapidly expanding 
our knowledge and are pointing out at what points and, to a 
less extent, at what ages preventive efforts may be productive 
of measurable results. Thus far, controlled experiments 
showing that prophylactic efforts actually prevent the appear- 
ance of illness are extremely few. Methods for conducting 
such studies are rapidly improving, however, and there is 
reason to hope that before too much time has passed, we will 
be able to judge the value of prophylactic efforts on other than 
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the basis of subjective conviction and belief, the basis on which 
most of us must now operate. 

Epidemiological studies have given other types of infor- 
mation. They have disposed of the old notion that neurotic 
illness is more prevalent among the wealthy than among the 
poor, and have shown that the various types of illness are not 
identically distributed in all social groups. The best of such 
studies have been done by sociologists in Chicago, and have 
proved repeatable in other areas of the country. Although the 
ultimate etiological problem has not yet been solved, it is 
known that broken homes produce an inordinate number of 
maladjusted and ill people. Some illnesses studied, such as 
psychotic depressions, showed remarkable differences in inci- 
dence between the sexes, and point to the need for study of 
differences in physiology or in the cultural position of the 
sexes to account for them. Age-distribution studies are of 
value even though they appear obvious. How many of you 
are aware that suicides occur at a much higher rate in men 
over seventy than in other age-sex groups? Such facts are 
available as guides for further research. 

It is frequently argued that psychiatric diagnostic classifi- 
cation is so crude that epidemiological studies are useless. It 
is perfectly true that classifications are poor, but it is also 
possible that epidemiological studies can clarify them. Very 
few would, I think, argue that the word ‘‘nervousness”’ as 
used by the general population has any very great value as a 
classification of psychiatric illness. In 1936, when the 
National Health Survey was made, the questionnaire included 
a question on whether any one in the household was ‘‘nerv- 
ous’’ and the number and identity of ‘‘nervous’’ persons was 
recorded. In the same year, our team had done a study to 
discover all diagnosed cases of mental illness in the Eastern 
Health District of Baltimore. When we put these two sets 
of data together, we found more ‘‘nervous”’ people than had 
been diagnosed as mentally ill. We also found that after we 
had removed all known cases of severe mental diseases, such 
as schizophrenia, epilepsy, senile psychosis, and the like, from 
the group, the remainder had an age, sex, and race distribu- 
tion very like our group of diagnosed psychoneurotics. This 
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epidemiological study, then, showed what the classification 
‘‘nervous’’ means when used by the population of the Eastern 
Health District: if it does not indicate more sweeping dis- 
order, it means psychoneurosis. Faris points out also that 
statistical studies may support the accuracy of classifications 
of mental illness even when the clinicians making them have 
the conviction that they are very low in accuracy. 

The axis of epidemiology is one along which we may expect 
progress in a very active field, and one of which psychiatrists 
generally are a little afraid, probably on the basis that they 
fear that the individual patient, his problems, and his treat- 
ment will be lost in the maze of statistical calculation. I 
believe this to be a groundless fear; there is no reason to 
believe that patients with cholera suffered because Snow was 
finding out about the infamous Broad Street Pump. 

The Axis of Human Interrelationships.—Two groups of 
girls sit in two identical rooms before bins of screws, pieces 
of metal, and slabs of insulation, and combine these pieces to 
make contact plugs for telephone switchboards. As teams, 
they produce at a pretty regular rate. It is explained to them 
that a study is to be made to determine the best possible 
working conditions for them in terms of light, rest periods, 
and breaks for a little lunch. The experiment begins with 
varying the amount of light at the bench. When light is 
increased, production goes up—both in the experimental and 
in the control group. Then the amount of light is lowered 
until it is barely possible to see to put the parts together; the 
intensity is about that of moonlight. Production rises. (Some 
wag points out that this was to have been expected, since 
production in humans so frequently takes place in moonlight.) 
But production also rose in the group in which the light 
intensity had not been changed. There were many more such 
experiments, and they led inevitably to the conclusion that the 
physical properties of the work situation did not completely 
determine the productivity of workers. 

Three clubs of adolescent boys have three leaders, each of 
whom is able to lead them by three different techniques— 
autocratically, in a laissez-faire manner, and by democratic 
process. Each leader exposes the groups to different types 
of leadership and it is regularly found that the laissez-faire 
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type brings destructive and pointless play, the autocratic 
method leads to productivity that stops the moment the leader 
is gone and is then followed by destructive play, while the 
democratic type of leadership leads to constructive play which 
continues for a considerable while after the leader leaves the 
group. 

Two companies of soldiers in training under the same con- 
ditions are studied carefully and their sick-call rates, absences 
without leave, and disciplinary actions are recorded. It is 
found that one company has significantly fewer interruptions 
in its training for the reasons just mentioned and that, fur- 
thermore, the training scores in that company are higher than 
in the other. The company with the high training scores and 
few interruptions of the training schedule is one whose officers 
have received special instruction in understanding the emo- 
tional reactions of the soldier, and the soldiers of which have 
had a short series of lectures on the common emotions of fear, 
homesickness, and reactions to authority. 

These three experiments and many others show how impor- 
tant the factors of group feeling or morale are in the 
successful functioning of human beings and are cited as rep- 
resentative of the kind of thinking and experimentation that 
has established the axis of human interrelationships as an 
axis for progress in mental hygiene. Such experiments can 
discover techniques applicable to groups that will make them 
more productive, make them better teams. They teach what 
‘‘status’’ means to the workman, and what happens to the 
productivity of the reacting human being under different 
situations of tension or comfort in human interrelationships. 

The application of such knowledge in the public-health 
setting is quite obvious. We in public health are required to 
weld together staffs of different personal and educational 
backgrounds into a working team devoted to applying the best 
scientific knowledge available to the promotion of the health 
of the population. Building a team of such disparate groups 
is a challenge to any leader; he needs to know what kind of 
leadership is most likely to make his team maximally effective. 

We are faced with the problem of establishing productive 
working relationships with community groups which range 
in sophistication from the League of Women Voters to the 
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P.T.A. of a one-room rural school. It is only when there is 
appreciation of the tremendous cultural differences that 
exist—and act as barriers—between such groups that leading 
them to constructive mutual action is best carried on. There 
are many studies that furnish information on this issue of 
relationships. Kinsey’s elucidation of the differences in 
sexual practices in the educated as contrasted to the unedu- 
cated is one; the sociological studies reported in the two books 
on ‘‘Middletown’’ and in Plainville, U.S.A., Bossard’s study 
of marriage practices, and many others might be mentioned. 
Understanding relationships between cultural groups is an 
aspect of this axis for progress which must not be overlooked 
and an aspect about which a great deal of solid material is 
available. 

Most of the studies that have been referred to have grown 
out of studies of the simplest human interrelationship—that 
between two people. The data about this relationship come 
from many fields—medicine, particularly psychiatry, social 
work, psychology, and not least, nursing, particularly public- 
health nursing. It is generally believed that the interview 
is the most powerful instrument available for the changing of 
human attitudes which can lead to changes in behavior, in 
action. It is known that the interview that attempts to be 
collaborative is more effective in changing attitudes than the 
dictatorial one. It is known that the interviewer who watches 
the reactions of his opposite number and gauges the speed 
with which he moves forward in his teaching by the depth of 
the wrinkles in the brow, is a more successful educator than 
the one who worries more about his own presentation than 
about how his teaching is being received. The interviewer 
who notes what topics bring out restless squirming and gauges 
his plan of campaign on it is more likely to come out with a 
client willing to come again another day than one who walks 
roughshod over such warnings. The skills of interviewing 
have received much attention in the last few years and deserve 
continuous study in order that this basic technique of attitude 
changing may be maximally effective. 

We have discussed three axes for future progress in mental 
hygiene. The first of these was the axis of development of 
the personality, and the burden of the argument was that 
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knowledge of what is likely to happen is insulation against 
useless, damaging anxiety. There are enough very real and 
pressing anxieties which cannot be foreseen. To allow the 
mother to come suddenly upon predictable anxiety-provoking 
reactions, such as the period of negativism, is a useless waste 
of human emotion and opens the opportunity for rifts between 
parent and child that may be detrimental. To allow the 
adolescent girl to menstruate without knowing the event is to 
occur is worse than neutral; it is harmful, and represents an 
inexcusable disuse of the predictive values in knowledge of 
development. 

The second axis had to do with the epidemiology of mental 
health and mental illnesses. This has two values. First, it 
is essential for the planning of medical care. Secondly, it may 
in the future help to solve some of the perplexing problems 
of causation in diseases believed to be the product of multiple 
etiological factors. 

The final axis for progress is the study of human interrela- 
tionships in all their fascinating scope—from ‘‘what makes 
the nations rage so furiously together and why do the people 


follow a vain thing,’’ to what it is in the situation that brings 
that first heart-warming smile of recognition by the new baby 
of his new mother, who is so anxious for his approval, or the 
wonderment of the student nurse who has had her first success 
in helping a mother to deal with her anxieties about her child’s 
feeding difficulties. 
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WHEN the terminology of a concept has acquired a high 
degree of popular currency, it is often a good time to 
review the concept itself. This appears to be true as concerns 
‘‘aggression’’ and ‘‘aggressions,’’ as they are understood in 
the fields of psychology and psychiatry. 

There is little doubt about our living in a period when overt 
aggression is rampant. Two world wars within the span of a 
generation is proof of this on the national level, and the 
increase of crimes of violence and the spread of juvenile 
delinquency demonstrate its growth where individuals are 
concerned. 

So long as we confine ourselves to individual aggression of 
a primitive form, there is little difficulty in agreement. We 
frown on murder and rape, and we are inclined to disapprove 
of the more destructive gang activities of adolescents. There 
are areas, however, in which agreement is not so easy, and we 
may be disposed to quarrel over what is an admirable self- 
assertion and what is mere boorishness. This can hardly be 
otherwise when we consider our different degrees of addiction 
to the radio, to television, and to the comic strips and, of 
course, when we take into account the different degrees of 
effort that individuals must make to maintain and properly 
advance their economic and social status. 

The widely disjunctive reactions of individuals and groups 
to aggressions observed become even more acute when we 
come to aggressions experienced. They extend from rage at 
a careless elbow in the subway to the permissiveness of the 
psychiatrist who, having been twice knocked down by a stran- 
ger, could dredge up no other reaction than concern over his 
assailant’s aggressive-behavior problem. 

In this study it is my purpose to consider the distinctions 
between the self-assertive impulses and drives that help to 
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satisfy one’s needs without harming others and the aggressive 
behavior that is essentially antisocial. Self-assertion, to 
use the distinctive term, must be regarded as socially bene- 
ficial. It is the self-assertive tendency that makes us defend 
ourselves against attack, that gives us the stimulus to further 
ourselves in our work, to earn a position of respect among our 
neighbors, and to set up and work for a goal in life. Aggres- 
sive behavior, on the other hand, can be defined as behavior 
that is not called for by the objective situation—that is 
directed against others or one’s self and is essentially anti- 
social in nature. Aggressive activity, so defined, is not a 
healthy reaction, but rather an evidence of some damage to 
the psychological organization of the individual. 

But what is the source of aggression? Is it something we 
are born with and that must come out in some form? Or is it 
a distortion of a positive drive to be loved, to be accepted, to 
share in the good things of life? 

Freud, in 1922, advanced the theory that aggressive 
behavior is a manifestation of the death instinct. He devel- 
oped this theory as a result of the first World War, being 
struck by the fact that millions of men appeared ready to don 
uniforms and, without great resistance, face up to death or 
mutilation on the firing line. These actions he was unable to 
explain in terms of his libido theory—the theory that con- 
sidered all human motivation to arise from a broad sexual 
instinct. The desire for life and pleasure that was the basis of 
the libido theory could not be made to account for the seem- 
ingly willing mass slaughter to which man subjected himself. 
Hence, an antithetical instinct—the death instinct—was 
assumed. The death instinct is presumably an instinct of 
destruction and aggression. 

There are many objections to this theory. First, an instinct 
is a drive, a characteristic that is inherited and that should 
appear in all men. Modern anthropology, and particularly 
the comparative personality-structure studies of different 
cultures by Abram Kardiner, prove conclusively that there 
is no instinct of aggression that is universal in all cultures. 
Societies have been found in which people are free from the 
acquisitive, annihilating, destructive characteristics that are 
found in some other cultures. 

Second, it can be demonstrated that where aggressive anti- 
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‘ social forces are evident in an individual, these are reactions 
to frustration or psychological injury. They are distortions 
of the healthy self-assertive drives in people who have devel- 
oped the misconception that acting against others will bring 
them the things they want and need in life. Further, if this 
type of aggression were an instinct, rather than a pathological 
reaction, it would not be very amenable to alteration. But 
this is not so. Numerous individuals with severe aggressive 
tendencies have been successfully treated—not by channeling 
the aggressive instinct into socially acceptable outlets, but 
by removing the distortions of concept and perception that 
led these individuals to a view of the world as a threatening 
place in which one can survive only by besting the other person. 

Pathological aggression—or, as it sometimes appears in 
its seeming opposite, over-compliance and over-acquiescence 
to others—is present to an important degree in all emotionally 
disturbed patients. How, then, does aggression come into the 
picture if it is not an instinct? If we watch mothers or fathers 
with their children in the park or at home, we are able to see 
very clearly how aggressive behavior begins to develop in the 
child as a reaction to the many frustrations his parents and 
the rest of his environment impose on him. 

In Central Park I once heard an harassed mother say to her 
four-year-old child, fourteen times in twenty minutes, 
‘‘Don’t!’’, ‘Drop it!’’, or ‘‘Stop it!’? Two of these negative 
admonitions were accompanied by swats on the posterior and 
two by arm-levering. These demonstrations must have over- 
whelmed the child and convinced him of his helplessness before 
his mother’s force. 

Such a child will surely develop aggressive behavior—and 
actually was demonstrating it by running away and doing the 
things his mother had expressly forbidden one minute earlier. 
He also will develop a feeling of underlying inferiority in him- 
self. This feeling of inferiority becomes the frequent source 
of aggressive behavior. Unfortunately, nearly all children in 
our culture are so brought up as to develop a basic feeling of 
unsureness regarding themselves and their abilities. The child 
is made to feel in a thousand different ways that he is small, in- 
adequate, puny, incapable, and insufficient. Emphasis is on 
how big and strong he will be when he grows up, but not on 
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how big, strong, smart, and so on he is for a four- or five- or 
six-year-old child. Comparison is almost invariably with adult 
standards—particularly in terms of his own father or mother. 

Coming off second best in such a comparison, the child gains 
the feeling that there is something wrong with him, that he 
isn’t as good as his mother or father. He is made to feel that 
his realistic dependence on his parents is an evidence of infe- 
riority. Superman, an impossible standard to attain, is held 
up as the ideal for the child who, when he compares his own 
mortal and youthful prowess with it, can only feel inferior 
and inadequate. Unfortunately, each youngster keeps his 
fears about himself to himself and does not appreciate that 
most other children have the same fears and doubts about 
themselves, 

Children compare themselves with their parents, too, in 
their ability to get love and affection and frequently find them- 
selves realistically, or perhaps only in their own phantasy, 
coming off second best. They are not taught to appreciate 
that there need be no competition for love, but that their 
mother and father have the capacity to love them as well as 
each other—that there are different relationships that do not 
denote any inferiority and that are not mutually exclusive. 
That a mother can love her husband and also her daughter or 
her son or several children without taking something away 
from any of the other relationships, is hard to conceive and 
many people never do learn this. Many qa parent has been 
jealous of his child—feeling unloved because he does not get 
all love from his beloved. The child must learn that there are 
these different relationships which are not competitive with 
one another. 

The young boy has a difficult burden, usually starting on 
the day of birth—to be a ‘‘man.’’ At the age of two, when he 
bangs his finger and cries, he is told to be a man and stop 
crying. But having only the normal physiological and emo- 
tional development of a child of two, he is unable to stop and 
so is made to feel that he is inferior by adult standards. At 
a little later age he wil] be able to stop erying, but will still 
have the desire to ery and this in turn will leave him with a 
feeling of inadequacy, because he has been taught that a man 
should not even have such a desire. 
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Girls suffer in a similar fashion, and are incapacitated 
further by the growing knowledge that they are living in what 
is essentially still a male-dominated society. 

Even under the most ideal circumstances a child will fre- 
quently be frustrated by his parents or his environment. At 
such times the child may, and rightly, react with rage. Under 
such circumstances he should be allowed to express his reaction 
—channeling it into a socially acceptable form. If the mother 
of a five-year-old is obliged to break a promise to him, she 
should expect a reaction. Rage at being deprived of a prom- 
ised trip to the circus would be justifiable and its channeling 
into tears, recrimination, or striking out with the fists would 
be socially acceptable, as would be an effort by the mother to 
offer a constructive alternative. The adult must keep in mind 
that what is justifiable rage from the child’s point of view, at 
his particular physical and mental maturation level, is not the 
same as justifiable rage judged by adult standards. The adult 
must be flexible enough not to judge the child by the same 
standard he does his peers. 

In the same frustration situation, a child might pick up a 
hammer and attempt to hit his parent over the head. This 
would be a non-acceptable channeling of the rage. Please note 
that the expression of rage must be permitted—but how it is 
channeled determines whether it is helpful or injurious to the 
psychological growth of the child. The child who is not 
allowed to express his rage will develop feelings of guilt and 
will-find- devious antisocial and hostile ways of dealing with 
an environment against which he feels powerless. 

The overpermissive—and usually vacillating—parent is 
responsible for the type of child frequently referred to as a 
‘‘monster.’? This ‘‘monster’’ is the child who has been 
allowed to express his rage in an uninhibited manner with no 
respect for the rights or welfare of others. Such parents are 
not helpful to their children, but, instead, give them a mis- 
conception of the world that will lead to future emotional 
problems. 

If people grow up with the false concept that they are infe- 
rior, and that they will be accepted and loved only by appear- 
ing as superhuman, they frequently develop neurotically 
aggressive traits which, in their functioning, are a mistaken 
attempt to win love through power and domination. We are 
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all familiar with the bully, who, unsure of himself, bolsters his 
ego by lording it over others, or the deprived group that is 
diverted away from the realistic problems it should face by 
turning to aggressive action against another minority group 
considered inferio... 

Many aggressive traits are much more subtle. Shakespeare 
delineates one important mechanism of human conduct when 
he says: ‘‘The lady doth protest too much, methinks.’’ The 
male who repeatedly refers to his athletic prowess and his 
sexual conquests obviously protests too much, and one may 
well suspect him of being unsure of his masculinity. The same 
is true generally for the woman who finds it necessary to be 
constantly preoccupied with her appearance and her conquests. 

Other subtle aggressive traits appear in the individual who 
feels every man or woman to be a competitor for the good 
things of life—in the person who sees himself better than and 
entitled to more than others and in the person who can only 
begrudgingly admit the worth of another. Finally, there is 
the parent who has to show and to prove his own ability and 
perfection to his children and by doing this completely blocks 
the children’s own expression and development. 

These aggressive traits also usually arise from a basic 
feeling of inferiority that had its origin in early childhood. 
Although subsequent realistic success can soften this neurotic 
reaction somewhat, it is always present under the surface and 
will reappear on the slightest pressure or challenge. 

There has been a great deal of discussion in recent years of 
the psychological origin of delinquency and criminality. 
Although crime is certainly an aggressive act against one’s 
environment, on careful study it becomes apparent that the 
basic factor that makes for crime is poverty rather than some 
particularly poor resolution of the @dipus complex. Psycho- 
logical criminals as such are the rarity rather than the rule 
despite what many of our newspapers and movies have 
recently led us to believe. At best, psychiatric treatment, 
whether it be psychoanalytical or some other form of psycho- 
therapy, is an attempt to repair psychological damage. The 
prevention of such damage through the clearance of slums, 
economic security, and equal opportunity for all will go infi- 
nitely further to reduce our delinquency and criminality rate 
than will a psychiatric clinic on every corner. Until we have 
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such preventive measures, I do believe that increased psy- 
chiatric facilities are necessary and will be of some small help. 
But let us not lose sight of the forest for the trees. 

All these aggressive feelings that were discussed earlier are 
antisocial. They are harmful, at least in terms of good human 
relations, and often in terms of happiness for one’s self and 
other people with whom one comes in contact. Fortunately 
these neurotic and character-structure difficulties can be helped 
by modern psychoanalytical techniques. ; 

The most important form of aggression that confronts us 
all to-day is war. I use the term, aggression, advisedly as 
I have defined it. Much has been written in recent years 
about the causes of war from the psychiatric point of view. 
The most frequently advanced theory has been the psycho- 
analytical theory of Freud that war is the result of the expres- 
sion of an individual aggressive or death instinct. The fallacy 
of the concept of such an instinct I have discussed earlier. 
In his U. N. E. 8. C. O. report to the International Conference 
on ‘‘ Tensions that Cause War,’’ Gordon W. Allport, professor 
of social relations at Harvard University, states: 


‘*Those who see the cause of aggressive nationalism in human nature 
exclusively sometimes say that every person has an instinct of pugnacity. 
What is more natural, therefore, than for him to rush to war whenever 
this biological instinct is provoked? Or, even if the instincts are left out 
of the explanation, it is stated that the frustrations of life are so great 
that anger, hostility, resentment flow in every bosom; and one of the 
inescapable ways in which these strenuous antipathies are expressed is 
through war. Personal aggression, we are told, becomes ‘displaced’ upon 
an external enemy. The enemy becomes a scapegoat and attracts the 
‘wrath logically pertinent to the frustrations encountered in our occupation 
or in our unsatisfactory family life. 

‘‘The fallacy of this purely personal explanation lies in the fact that 
howsoever pugnacious or frustrated an individual may be, he himself lacks 
the capacity to make organized warfare. He is capable of temper tan- 
trums, also of chronic nagging, biting sarcasm, or personal cruelty; but 
he alone cannot invade an alien land or drop bombs upon a distant enemy 
to give vent to his own emotions. Furthermore, whereas national aggres- 
siveness is a total—all citizens feel personally hostile toward the enemy— 
studies of soldiers in combat show that hate and aggression are less com- 
monly felt than fear, homesickness, and boredom. Few citizens, in an 
aggressive nation, actually feel aggressive. Thus, their warlike activity 
cannot be due solely to their personal motivations. ’’ 


Other workers have made the mistake of applying their 
knowledge of individual psychopathology to states as a whole. 
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Thus a state suddenly finds itself being designated as para- 
noid, or suffering from guilt for having killed its father image, 
or of being adolescent and so on. Such a vulgarized and glib 
generalization from the individual to a state does not hold 
up under serious study. It does not take much scientific knowl- 
edge to appreciate that a state functions in its international 
relations according to its politico-economic system and its 
needs. If England recognizes the People’s Government of 
China, this is not a manifestation of ambivalence in relation- 
ship to the United States. It does not generate a guilt reaction 
among the people of the United Kingdom. Rather, it repre- 
sents a cold, calm decision that does not produce any great 
emotional crisis in the souls of most Englishmen. 

Others have seriously advanced the idea that international 
tensions and wars are due to the neurotic ills of our leaders. 
All that is necessary, then, is to psychoanalyze all national 
leaders. Yet, except for the absence of President Roosevelt, 
we and the Russians have essentially the same people dealing 
with one another to-day as during World War II, when we 
got along on a fine, codperative basis with the Soviet Union. 
Obviously other forces and factors are at play that are infi- 
nitely more decisive than the personalities involved. 

My own feeling is that psychiatry and psychoanalysis can 
make some ancillary contribution to the cause of peace and an 
understanding of war. However, I believe the major contri- 
bution on this all-important question will have to come from 
economists and political scientists rather than from students 
of individual behavior. 

Perhaps our greatest contribution can be that of making it 
clear that war is not inevitable, not an expression of the innate 
structure of human psychology. This important fact was 
agreed on by the U.N. E.S.C.0. Conference on ‘‘Tensions 
that Cause War.’’ Outstanding psychiatrists and social 
scientists from countries of various political beliefs, includ- 
ing three Americans, agreed on twelve basic points in their 
joint statement. The ones that have the greatest bearing on 
the question of aggression are quoted below. The joint state- 
ment, as well as the individual reports were recently published 
as a book by the University of Illinois Press. 


‘*(A) To the best of our knowledge, there is no evidence to indicate 
that wars are necessary and inevitable consequences of ‘human nature’ as 
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such. While men vary greatly in their capacities and temperaments, we 
believe there are vital needs common to all men which must be fulfilled in 
order to establish and maintain peace: men everywhere want to be free 
from hunger and disease, from insecurity and fear; men everywhere want 
fellowship and the respect of their fellow men; the chance for personal 
growth and development. 

‘*(B) The problem of peace is the problem of keeping group and national 
tensions and aggressions within manageable proportions and of directing 
them to ends that are at the same time personally and socially construc- 
tive, so that man will no longer seek to exploit man. This goal cannot 
be achieved by surface reforms or isolated efforts. Fundamental changes 
in social organization and in our ways of thinking are essential. 

‘*(C) If we are to avoid the kind of aggressicn that leads to armed 
conflict, we must, among other things, so plan and arrange the use of 
modern productive power and resources that there will be maximum social 
justice. Economic inequalities, insecurities, and frustrations create group 
and national conflicts. All this is an important source of tensions which 
have often wrongly led one group to see another group as a menace 
through the acceptance of false images and oversimplified solutions and 
by making people susceptible to the scapegoating appeals of demagogues. 

‘*(D) The prospect of a continuing inferior status is essentially un- 
acceptable to any group of people. For this and other reasons, neither 
colonial exploitation nor oppression of minorities within a nation is in 
the long run compatible with world peace. As social scientists, we know 
of no evidence that any ethnic group is inherently inferior.’’ 


There does seem to be a growing agreement among social 
scientists that individual aggression is not a factor in the cause 
of war. 

The propaganda methods utilized to induce the individual 
to accept war—if not enthusiastically, at least with a hopeless 
resignation—are of interest to psychiatry and psychology, but 
are beyond the scope of this discussion. 

To summarize, this paper is an attempt to separate the 
normal self-assertive drives from the antisocial, pathological 
aggressive reactions. The latter play an important réle in 
most neuroses and have their origin in the contradictory, 
frustrating, and depreciating situations in which children find 
themselves. For many of us, these situations are perpetuated 
in other aspects of our life as we continue to function. In 
their struggle to survive and get the good things of life, people 
who have been psychologically injured are forced to utilize 
many mechanisms, including that of aggressive antisocial 
behavior. Aggressive behavior is always a reaction to in- 
jury or frustration and is not itself an instinct. Current 
psychological theories of the cause of wars have been reviewed, 
with the conclusion that wars are not an inevitable conse- 
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quence of an aggressive instinct, and that individual psycho- 
logical factors do not play an important réle in causing wars. 

Almost every one will recognize in himself some of the traits 
of aggression that I have mentioned. This is no cause for 
undue alarm. I have been writing of the extremes of such 
tendencies, extremes that wreak havoc in the lives of some 
people. If we have certain of these tendencies—and who can 
escape them in our highly competitive society ?—but not to such 
a degree that we make ourselves or others unhappy, they are 
not of clinical significance, and can usually be controlled by 
a little exercise of good judgment and self-critical analysis. 








A RESEARCH PROJECT IN COMMUNITY 
MENTAL HYGIENE: A FANTASY * 


LAWRENCE 8. KUBIE, M.D. 


Clinical Professor of Psychiatry, School of Medicine, Yale University; Member 
of the Faculty New York Psychoanalytic Institute 


LLOW me to invite you to join me in a great scientific 

experiment. Let us pretend that great wisdom has 
descended on some research foundation—something that 
might conceivably happen, after all—or even perhaps on a 
government; and that this wisdom has led to an attempt to 
determine how effectively and to what extent modern psy- 
chiatric knowledge can prevent psychological illnesses, both 
major and minor. It is decided to test this out by using such 
knowledge in two ways: first, by applying it in a special pro- 
gram of education; and secondly, by giving intensive psycho- 
therapy immediately whenever any neurotic disturbance 
occurs. This educational and therapeutic service is to be 
supplied to a statistically adequate random sample of the 
people of one typical community. This is the plan. How 
will they go about implementing it? 

First the town. It is a pleasant New England mill town, 
with a thoroughly mixed population, partially native in stock, 
partially representing various national groups of more recent 
European origin. The town has a couple of local newspapers, 
which draw most of their material from the A.P. and the U.P. 
One of them owns a local radio station. There is considerable 
manufacturing industry, but also a close relationship with the 
surrounding agricultural areas. The town has its houses on 
the hill and its slums. It has a right and a wrong side of the 
tracks. Kids in groups sometimes gang up on other groups; 
and the grown-ups do the same. Most important, however, 
for the purposes of this test, is the fact that the population 
does not move around much. They neither leave the town nor 
do they often change their places of residence within it. This 
makes it possible to work with young parents and their chil- 

* Part of a paper presented before the Conference on Ways to Mental Health 
sponsored by the Harvard Summer School and the Massachusetts Society for 
Mental Hygiene, Cambridge, Massachusetts, July 21-22, 1948. 
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dren and to observe the effects of this work over a period of 
from ten or fifteen years. 

Having chosen the town, the next task is to select a univer- 
sity that will take the entire project under its wing. This is 
necessary because the test is bound to take from fifteen to 
twenty years, and the remuneration for the workers will not be 
high. In order to secure topnotch people in the face of these 
drawbacks, it is necessary to give them the assurance of 
academic rank, status, prestige, and honor, plus continuity of 
support. Ultimately a university is found whose imagination 
is kindled by the idea of putting to a critical test the value of 
man’s wisdom about man. The university that has the vision 
to take this utopian project under its wing is, of course, 
Yalevard. 

Next comes the choosing of the personnel. This is a most 
difficult task. As news of the vast project begins to trickle 
through the usual channels of academic gossip, a swarm of 
varied specialists descends like locusts on the university— 
nursery-school teachers, family-agency workers, court work- 
ers, social workers of various varieties, educators at all levels, 
lawyers, penologists, clinical psychologists, and last, but not 
least, psychiatrists. This is to mention only a few of those 
who claim the project as their own. 

Ultimately, the steering committee is able to disperse the 
mob with the aid of the yard cop, the varsity training table, 
and the debating team. Whereupon the committee settles 
down to its task in a serious way. Its first selection is a top- 
notch psychiatric social worker, who is charged at once with 
the responsibility of picking four promising younger psy- 
chiatric social workers to make up the nucleus of her team. 

Next a teacher is found who has had experience in many 
different kinds of school, both public and private, old- 
fashioned and progressive, conservative and experimental, 
and from the nursery grades all the way up. This is a woman 
to whom children are no news, who is at home in classrooms, 
who has an automatic sense of what children of successive ages 
can and cannot do, and a sound intuition as to how much 
therapy schools can undertake reasonably, in varying eco- 
nomic situations and cultural conditions, and in dealing with 
different kinds of problem. The teacher is told to find herself 
two similarly gifted and experienced aides. 
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Then our committee undertakes a specially long and difficult 
search. But after interrogating hundreds of thousands of 
pediatricians they find one man who, in addition to being a 
good pediatrician, has had clinical psychiatric experience. 
They set him to work at the neurosis treatment center, and at 
lining up all the obstetricians and all obstetrical services in 
town, so that the steering committee will be notified every time 
an expectant mother reports for prenatal care. The pediatri- 
cian and the social workers codperate in this, the former 
checking on physical development, the latter maintaining con- 
tacts with the marriage-license bureau and the obstetrical 
services, so that young couples can be signed up, either before 
marriage or at least before they have had children, either for 
participation in the test group or as a part of the control 
group. 

The committee’s next move, rather to its own surprise, is to 
get hold of a good health-insurance man, one who has had 
experience in working out the actuarial bases of various types 
of prepayment group medical service. They have him set up 
a prepayment plan, specifically for psychiatric service to 
young parents and their infants and children during the 
critical years from infancy through adolescence. Where 
necessary, the research grant provides financial assistance to 
those young couples who cannot meet the costs of the plan. 
Under this plan, every young couple agrees to check on the 
processes of emotional maturation of their progeny as auto- 
matically and as regularly as they check with their dentists 
and pediatricians. 

The committee next takes up the problem of choosing the 
clinical components of the team—.e., psychoanalytically 
trained psychiatrists, child analysts, clinical psychologists, 
and specially trained psychiatric nurses. Their final task is to 
gather in some cultural anthropologists, sociologists, men who 
have had experience in the making of documentary films and 
educational broadcasts, editorial writers, and special-article 
writers for the local newspapers. They choose men who have 
both exceptional proficiency and authority in their own special 
fields, and who at the same time show some awareness of the 
meaning of psychiatric disturbances and of the process of 
resolution that is called therapy. As it turns out, many of 
these individuals have been through personal analyses them- 
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selves. This is true not only for the clinical staff, but also for 
the majority of the representatives of the ancillary disciplines. 

By the time the steering committee is through, it has assem- 
bled a group of nearly 50 people, who thereupon inaugurate 
the following program: 

1. They gather together a random sample of 250 young 
engaged couples and newly weds, and slowly build this up to a 
group of 500. They then gradually line up a control group of 
the same size. 

2. For the first group, they set up the prepayment group 
service in child psyhiatry, already outlined. 

3. With the codperation and support of the school board, 
the social agencies, and the city welfare department, they 
select a day nursery, a nursery school, an elementary school, 
and a high school, and place in each a psychiatric unit. This 
consists at first of an analytically trained psychiatrist, a clin- 
ical psychologist, a psychiatric social worker, and, in certain 
instances, a psychiatric nurse. Most of these units become 
larger as time goes on. Their function is to catch the early 
manifestations of emotional and neurotic disorders in the 
children, to make an immediate investigation of the home, and 
promptly to steer the child and, if necessary, the young par- 
ents to treatment. 

4, They set up a similar unit in one children’s court. 

5. They pick one hospital in the community and persuade 
the administration to allow them to set up a psychiatric screen 
at the admissions desk through which will pass every alternate 
patient, except those who come in as acute organic emer- 
gencies.!_ Those patients who pass through the psychiatric 
screen receive a thorough psychiatric work-up before any his- 
tory is taken or physical examination made. The purpose of 
this is to see how much hospital time, space, facilities, supplies, 
and personnel can thus be saved, how many of the chronic 
repeaters can thereby be eliminated, and, most important of 
all, how many early neurotic states can be picked up and sent 
for immediate psychotherapy. 


1See the following articles by L. 8. Kubie: ‘‘The Organization of a Psychi- 
atric Service for a General Hospital’’ (Psychosomatic Medicine, Vol. 4, pp. 252-72, 
July, 1942); ‘‘The Impact of Modern Psychiatry on Medical Education, Medical 
Practice, and Hospital Organization’’ (Bulletin of the Johns Hopkins Hospital, 
Vol. 80, pp. 348-60, June, 1947) ; and ‘‘ Psychiatry and the Future of Medicine’’ 
(Connecticut State Medical Journal, Vol. 11, p. 982, December, 1947). 
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6. Through the group prepayment psychiatric service and 
in cooperation with the general physicians of the families who 
are in the group, it is arranged to treat as medical emergencies 
any neurotic symptoms that appear in any adult or child from 
these families. These are to be handled as if they were as 
much of an emergency as an acute appendix. In other words, 
the lesson that was learned in the war—that it is essential to 
give treatment early—is to be tested on civilian neuroses. In 
order to make it possible to provide immediate and intensive 
treatment before the neurotic process has had time to become 
chronic, a special neurosis treatment center is organized. This 
is staffed by analytically trained lay and medical psychothera- 
pists, for the treatment of children and also of their parents. 

7. Discussion groups for young couples are organized. Here 
young parents are helped to look at their own neurotic prob- 
lems frankiy and without shame. They are trained to watch 
for the effects of their own unresolved neurotic difficulties on 
growing children. Through group discussions and special 
documentary films, these young parents and expectant par- 
ents-to-be are taught to understand something about how 
infants and young children develop, emotionally as well as 
physically; the nature of their instinctual needs, and how 
these are converted into compulsive needs; the effects of the 
conflicts that arise over these needs, and the meaning of the 
behavior problems that arise as a reaction to these conflicts. 
Above all, they are taught the dangers of trying to deal with 
these conflicts by repressing them—that is, by becoming 
unaware of them. 

In order further to help these young couples to guide their 
own children, they are taught something about the pre-verbal 
speech of infancy and early childhood—how infants and chil- 
dren express themselves and communicate their thoughts, 
feelings, needs, and purposes, their conflicts, their guilt and 
terror and pain. They are taught to recognize the fact that the 
language of childhood is a continuously evolving and changing 
matter of facial expression, sound, gesture, and action, long 
before it is organized into verbal speech; and that even after 
symbolic speech itself begins, words do not mean to the child 
what the same words mean to the adult, which leads inevitably 
to confusion and misconceptions in the child’s psychic life. 

Here, again, the proper use of special educational films and 
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discussion groups teaches young parents to understand the 
non-verbal means of understanding the child and of communi- 
cating with him, and the uses and abuses of play, of rewards, 
and of punishments. Once a week each group has an oppor- 
tunity to view special documentary films and a dramatic 
televised program which show the right ways and the wrong 
ways of dealing with children. Thus they learn to recognize 
the misconceptions and misapprehensions that form in the 
cloudy mind of childhood, and to appreciate the highly sym- 
bolic nature of the language of childhood and the child’s lim- 
ited ability to distinguish between his own fantasies and 
external realities. Special stress is laid on the importance of 
this component—namely, the establishment of avenues of com- 
munication between adult and child—in the educational 
process. 

We may summarize by saying that, at every point, educa- 
tional films and discussion groups are used more effectively 
than texts or lectures. Through such devices, and without 
waiting for the millenium in which every parent will himself 
be wholly free from neurosis, various things can be achieved 
with this statistically adequate sample of the young people 
from a sample community. The impact of the neuroses of the 
young adults on their own children can be recognized and 
probably lessened. The adult is trained to honesty about his 
own personality, about the atmosphere of the home that he 
has created, and how it is affecting his child. Young adults 
are taught to appreciate the extent to which every child 
assumes guilt for everything that goes wrong, and to help the 
child to render these feelings articulate and thus to correct 
them. They are trained to keep open their avenues of com- 
munication with the infant and child, so that they can be con- 
stantly on the alert to block the child’s tendency to bury his 
problems. And whenever any child becomes upset, these 
young parents are trained to seek technical psychotherapeutic 
assistance without delay. 

8. At the same time, in the community as a whole, a general 
campaign of education is launched through the newspapers, 
the radio, and the movies, through documentary films for use 
in schools and churches and moving-picture houses. They 
deal with the conflicts that arise around the relationship to 
authority, around sibling rivalry, around the handling of 
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aggressions and of sex. At the same time, as a subsidiary 
experiment, in one industry a self-supporting codperative 
neurosis treatment center and a rehabilitation center are 
established, where in a similar way education and early treat- 
ment can be provided to any worker who shows evidences of 
neurotic strain and distortion.’ 

This is the outline of the experiment that I invited you to 
view. Let us pretend further that it has now been going on 
for fifteen years. The young couples, who at the start were 
in their early twenties, are now in their late thirties or forties. 
The infants that they were about to have are now in mid- 
adolescence. Then let us sit down with the school authorities, 
the children’s courts, the social agencies, and our own statis- 
ticians, and let us compare these children with children in the 
families of the control group, from the same community, of the 
same age group, and of the same general economic and educa- 
tional level. We will compare them as to adjustment in school, 
at home, and in the community, comparing them, furthermore, 
as to physical health, the incidence of organic as well as psy- 
chosematic disease among them, their morbidity and mortality 
rates, their growth and development, their eating and play 
habits, as well as their work habits. This will give us some 
objective indications of precisely what psychoanalytic psychi- 
atry has to offer as a preventive tool for mental health. 

The cost? Well, if over the fifteen years the staff grew to 50, 
at an average salary of $7,500, the salary budget would be 
$375,000 per year, or $5,625,000 for fifteen years—the cost 
of a couple of B29’s. 

1See ‘‘Psychiatry and Industry,’’ by L. 8S. Kubie. Menwtan Hygrensg, Vol. 
29, pp. 201-07, April, 1945. 
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Salt Lake City, Utah 


[‘ is increasingly accepted that the final word has not been 
said in psychiatry in regard either to the dynamics of 
behavior or to the technique of achieving therapeutic results 
in any given case. In an effort to contribute somewhat to the 
thinking in psychiatric fields, I wish to present a concept of 
the dynamics of behavior that seems to me to be the simplest, 
the most comprehensive, as well as the most practical that 
has been evolved to date. It is one that experience has shown 
to be useful to the medical practitioner. 

While no attempt has been made either to include or to 
exclude the ideas or theories characteristic of any psychiatric 
frame of reference, the formulation, as might be expected, 
contains words and ideas that are present in various schools 
of thought, outstanding among which are those of Sullivan, 
Adler, Freud, and Schilder. It is reasonable to expect that 
any theory worthy of being taken seriously will have concepts 
that are valid and that will, therefore, be an integral part of 
any progressively more accurate or more precise theory. 

No attempt will be made to clarify the source or background 
of the concepts or to give credit to any one who has held the 
same ideas previously. However, it is freely acknowledged 
that there is really nothing new under the sun. The primary 
aim here is to present a useful tool for understanding and 
for treating individuals—and perhaps cultural groups— 
rather than to make acknowledgments or to pay tribute to 
any authority. As far as I have been able to determine, the 
concepts as set forth here have not previously been organized 
in this particular manner by psychiatry. 

Every one has an image or a concept of himself as a unique 

*Sponsored by the Veterans Administration and published with the approval 
of the chief medical director. The statements and conclusions published by the 
author are the results of her own study and do not necessarily reflect the opinion 


or policy of the Veterans Administration. 
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person or self, different from every other self. This concept 
pertains to one’s self both as a physical person and as a psy- 
chological person—.e., each one has a physical self-image and 
a psychological self-image. 

Neither of these images is complete and neither is more 
than roughly accurate. The development of highly reflecting 
surfaces, of scientific tools for investigation, and of language 
have made possible increasingly accurate physical self- 
images, though even these aids do not eliminate obfuscations 
arising from the attitudes and feelings of significant people. 
For example, it is not uncommon to find adults who regard 
themselves as ugly or unattractive or excessively fat or thin 
or weak because their parents imbued them with these beliefs 
in regard tv themselves whiie they were young, and no amount 
of contrary evidence can disabuse them. 

The development of techniques for the clarification of 
psychological self-images is still far from complete, but Freud 
would seem to stand in approximately the same relationship 
to the psyche as Vesalius does to the soma. 

The self-concept or image is composed of many parts, and 
each part is conceived of as having both structure and func- 
tion or as having both anatomy and physiology. Every organ 
or member that is conceived of as doing a specific job is 
included in the individual’s physical self-image. Organs are 
also given different values, depending on the conceived func- 
tional value of each one. The heart, for example, is ordinarily 
more highly valued than is the hand. 

It is likewise true that every character trait that carries 
with it the implication of a result to be obtained through its 
use is a part of the psychological self-image. Every portion 
of the psychological self-image thus also has both anatomy 
and physiology, structure and function. As in a physical 
area, so in the psychological, there is a hierarchy of traits, 
some having great value in the individual’s conceptual think- 
ing and others having less. 

Whereas we have been thinking and talking for years in 
terms of the division of the self-structure into id, ego, super- 
ego, and ego ideal, these concepts are, in my opinion, far too 
broad and general, if not actually erroneous, for application 
to any specific individual, with any hope of understanding or 
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treating him. We need to think with more precision than 
these terms imply. 

The structure-function concept is, however, as essential in 
dealing with the psyche as with the soma, since this is the only 
concept that can lead to logical thinking and prediction. Just 
as the thinking in somatic medicine has become increasingly 
precise and refined, so the thinking in psychological medicine 
needs to move toward more precise definition and understand- 
ing of the detailed structure of the psyche, together with the 
function of each structure. 

The characteristics of the psychic structures are as general 
and also as specific or individual as are those of the somatic 
structure. Everything that pertains or relates to ‘‘I,’’ ‘‘me,’’ 
‘‘my’’ conceptual thinking is included here. These structures 
have to do exclusively with interpersonal relations and effects 
and are morally oriented—.e., they are accounted as good or 
bad. This moral orientation is due to the moral pressures 
under which the traits were structuralized, wherein ‘‘good’’ 
or ‘‘right’’ is what significant people demand and ‘‘bad’’ or 
‘‘wrong’’ is what they reject. We might clarify further by 
saying that whatever made the significant people feel more 
comfortable is accounted right and whatever made them feel 
more uncomfortable is accounted wrong. 

For every ‘‘bad’’ portion of the self-concept, there are 
other ‘‘good’’ portions which are emphasized and enhanced: 
“‘T may not be pretty, but at least I am honest.’’ To the 
extent that a baby finds himself inadequate to cope with life 
or is inacceptable to the people on whom he depends—e.g., 
is not pretty—he will feel the threat of danger or he must 
structuralize such traits—e.g., honesty—within himself as 
will restore the balance toward safety and survival. We thus 
have character traits actually becoming defense mechanisms 
in the interest of physical survival. 

We are dealing in each individual, therefore, not with the 
basic self, which is all too often overlooked entirely, but with 
the conceptual value of the self as determined by the attitudes 
of significant people toward the child (the parental price tag), 
and with his efforts to counteract this appraisal, the com- 
posite of which is the character structure or psyche with 
which we deal in psychiatry. 
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Because this whole process takes place before language 
and higher thought processes are well established, we have 
the roots of character structure in the unconscious or the 
unlabeled. Were children born with language facility and the 
conceptual thinking that goes along with labeling, the domain 
of the unconscious would be far smaller than it is. It thus 
becomes clear why psychotherapy must render the uncon- 
scious conscious. 

Just as structure and function are a conceptual unit in the 
soma—é.g., eyes-vision, ears-hearing—so will any structural- 
ized trait in the psyche and the response it has characteristi- 
cally engendered become a conceptual unit or assumption in 
the psychological image—e.g., obedience-acceptance. 

For every trait structuralized, there is an assumed function 
to be obtained through the use of it, and this function is inter- 
personal—that is, the function is supplied by another person. 
The fact of the assumed function of a trait is usually over- 
looked, but is of vast importance in understanding any per- 
son’s behavior. Every character trait put into action is 
designed to bring about some specific response (functional 
result) from some person outside the self. This response 
may be in fact or in phantasy, as when one feels that one has 
some person’s approval even though that person may be dead. 

The function of any trait is not arbitrarily assumed, but is 
established only after experience has led to the conclusion 
that it is useful. A certain trait or behavior will have been 
found to bring a certain result from significant people. Let 
us say that ‘‘I am obedient’’ has been structuralized because 
this has brought maximum security and freedom from the 
threat of annihilation. Henceforth, the structural trait of 
obedience will have a certain functional value associated with 
it, depending on early experience, which might be something 
like this: (1) ‘‘People will accept me’’; (2) ‘‘People will not 
punish me’’; or (3) ‘‘People will give me a certain coveted 
reward.’’ The specificity of the assumed function is coexist- 
ent with the individual’s psychic structure. 

Those traits which have not had a recognized interpersonal 
function are not included in the self-image, just as those 
physical structures which have not had a recognized function 
are not included in the individual’s physical self-image. It 
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is function that determines not only structuralization, but 
the inclusion or exclusion of the trait in the psychological 
self-image. 

Common traits in the psychic structure are such as, ‘‘I am 
honest,’’ ‘‘I am dependable,’’ ‘‘I am helpless,’’ ‘‘I am acqui- 
escent,’’ ‘‘I figure things out for myself,’’ ‘‘I keep out of the 
way,’’ ‘‘I make no demands.’’ The structures or traits are 
unique to the individual because they arise out of his own 
particular relationships. 

The anticipated functional result of any trait may be found 
in the specific feelings of entitlement which are present in 
each individual. No two people have duplicate traits and 
entitlements. One may feel entitled to acceptance because he 
is meek, while another will feel so because he is aggressive. 
Common examples of these entitlements are entitlement to 
codperation, to assistance, to freedom from criticism, to being 
left alone, to special consideration, or to endless varieties of 
special privilege or protection. 

The feeling of entitlement is seldom recognized by the indi- 
vidual or eauses any difficulty unless or until it fails to be 
gratified. This fact makes many of us believe that we are not 
neurotic! The bases of the entitlements are often very subtle. 
Everybody behaves with symbolic patterns, and everybody 
is supposed to understand the symbolism, is what we, in effect, 
say throughout our lives. 

Whereas the over-all function of the components of the 
psychological self-image was the maintenance of life through 
obtaining ‘‘love’’ or the gratified dependency of an otherwise 
helpless individual, and, therefore, freedom from fear of 
annihilation (perhaps ‘‘anxiety’’ would be a better term here, 
because the fear was non-labeled and, therefore, unconscious), 
the individual parts come to have specific functions as varied 
as do those of the physical self. A comparable situation exists 
in the physical area in which all parts of one’s physical self 
in combination are oriented toward contributing to the main- 
tenance of life, yet the individual component parts have func- 
tions that in themselves are over and beyond this goal. 

The reason the psychological traits were structuralized was 
to secure the life of the child during the period of absolute or 
relative helplessness, when he was dependent on the people of 
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his environment to prevent his annihilation through neglect 
or rejection. The psychic structure may, therefore, be 
thought of as a particular combination of behavioral elabora- 
tions developed for the purpose of maintaining life—+.e., for 
their survival value. Without these traits, the child would 
have been at the mercy of the hostile elements in his specific 
interpersonal environment, and, therefore, unable to with- 
stand the physical dangers of his situation by reason of his 
inadequacy. The reason humans have an elaborate character 
structure is the exceedingly long early period of helplessness 
as compared with that of all other animals. 

The psychological self-image is thus formed early in life 
as a result of the succession of experiences of the child with 
significant people in his environment. It is built out of inter- 
personal experiences for survival. It is no wonder that 
people cling so desperately to the character traits (defense 
mechanisms) that they have structuralized. 

No consideration of the development of character can afford 
to disregard the basic protoplasm out of which the child is 
made. There are those who are weak and those who are 
strong, those who are anatomically and physiologically sound 
and those who are not, those whose physico-chemical make-up 
is such as to make them ‘‘reactors’’ or ‘‘non-reactors.’’ The 
intellectual equipment is also vastly important, and both the 
physical and the intellectual factors are important not only 
in and of themselves, but in relation to the endowments and 
attitudes of the significant people. The character structure 
will be determined by the resultant of the interplay between 
the child, with his physical and intellectual capacities, and the 
total personalities, physical and psychological, of those people 
who are significant to the child. 

By significant people is meant those persons who are impor- 
tant or who have significance to the child by reason of his 
sensing their ability to allay insecurity or to intensify it—to 
increase or to decrease his sense of helplessness, to promote 
or to diminish his sense of well-being. 

The sex of the significant person or persons is important 
chiefly in so far as identification is affected. If the significant 
person’s values are not in harmony with the cultural norm, 
there may be confusion later because of the discrepancy 
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between the structuralized traits and the cultural demands. 
It is not the ‘‘strength’’ or ‘‘weakness’’ of the particular 
significant person that is so important, or even his sex, but 
the security-insecurity resultant that evolves. Whereas 
mother-son, father-daughter attachments may develop into 
the proverbial CGidipus complex, this is not a normal or an 
inevitable result, but is engendered out of the neurotic 
libidinal needs of the parent. This is in accordance with the 
earlier statement that the child develops those traits which 
satisfy the needs of his significant people. 

Factors that will be reflected in the traits structuralized 
are the capacity or incapacity of the child to meet specifica- 
tions, either innately or through the use of effort; the basic 
acceptance or rejection by the significant people; the self- 
images of the significant people; whether the significant 
people are capable of giving love or only of promising it. 
Neurotic (non-self-accepting) parents bring insatiable pres- 
sures to bear on their children, since they are dependent on 
their children to make up their own deficiencies. Structurali- 
zation of traits may take place out of such feelings as love 
or gratified dependency, out of fear, out of hope, out of a 
sense of futility, out of simple fear of being overlooked, or 
out of rebellion. 

The most rigid (non-adaptable) structures are built out of 
the greatest insecurities. Those who have to become some- 
thing in order to merit acceptance will have to build elaborate 
structures, and these tend to be more precarious. There is 
much potential energy stored within these traits; the greater 
the cost to build and to maintain, the more energy is stored 
and the greater the danger of breaking. The energy set free 
if they are disrupted in either structure or function may be 
compared with the energy set free with the disruption of the 
atom. 

When love or acceptance at any price is sensed to be futile, 
the child can fall back upon his nuisance value to be sure of 
not being neglected, and he may incorporate such nuisance 
traits into his structure. It is commonly regarded as more 
threatening to be overlooked than to be punished. 

If the demands and assumptions of the significant people 
are in harmony with those of the cultural norm, and within 
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the capacity of the individual to achieve with relative ease, 
and if the rewards given by these significant people are satis- 
factory, the individual may be expected to have a relatively 
stable and contented life experience. We ordinarily speak 
of such people as normal, but the fact is that they are normal 
or without symptomatology only because they are suited or 
adjusted to their specific cultural assumptions. Change any 
of these, and the ‘‘normal’’ label will no longer apply. 

Whatever traits are structuralized, it will be found not only 
that they are logical—given the particular circumstances— 
but that to have failed to structuralize these particular 
traits would have been to court disaster. To the extent that 
the significant people give satisfactory rewards (sense of 
security), the child will tend to structuralize acquiescence 
(identification). If the rewards are not satisfactory or the 
demands tax his limited capacity, he will tend to structuralize 
rebellion, or acquiescence with resentment. 

In the development of the self-image, the first year of life 
is the most important, each succeeding year becoming of lesser 
importance, until the image is essentially completed before 
adolescence. This is not due to the fact that the earliest 
period of life is the most plastic or the most impressionable, 
but rather to the fact that the helplessness and dependency 
of the child is maximum in the earliest period and, therefore, 
his necessity is so much greater. The greater the sense of 
helplessness, the more surely will structuralization take place 
in order to insure survival. Structuralization may take place 
in later years, but primarily out of a sense of helplessness. 
To the extent that a person feels inadequate, he can be taught. 

Whereas people outside the family, such as contemporaries 
or teachers, may become the significant ones, their influence 
and their impact tend to be less because of the more advanced 
and, therefore, less helpless age at which they usually enter 
the picture. The process of structuralization is then less 
buried in the unconscious and is more amenable to scrutiny 
by the higher intellectual faculties and easier of modification. 
The less language and labeling enter the picture, the more 
difficult of access it is for appraisal or evaluation. 

The assumptions and standards of the significant people 
tend to be accepted without critical judgment (Mother knows 
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best!). If there is any discrepancy between these values and 
those of the culture in which they live, it will be the standards 
of the significant people the child will structuralize, provided 
he derives a sense of security from these significant pecple. 
Behavior that is contrary to these patterns will be accounted 
as morally reprehensible rather than practically unsuitable. 

The basis of or the reason for the particular traits in the 
self-image is almost invariably not registered clearly, since lan- 
guage has been minimally developed. In addition, the signifi- 
cant people who inculcate the patterns have usually received 
their own standards in the same way in which they are pass- 
ing them on to their children—i.e., with moral judgment— 
and to that extent are incapable of transmitting them with 
anything but feeling. The details both of the structure and 
of the function of the component parts of the image are the 
individual’s fixed convictions and are removed from the realm 
of the questionable or the debatable. They are the specific 
and unique beliefs in regard to one’s self and other people that 
every person lives by. This is equivalent to each person’s 
having his own private religion. 

Once the psychological self-image has been formed, 
behavior loses its free or experimental nature (in search of 
security) and becomes compulsive, because it has become in 
effect structuralized. Once having structuralized any specific 
trait (assumption), each individual proceeds through life 
behaving according to his structure and expecting the suc- 
cession of people in his subsequent environment to treat him 
in the same manner as the original significant people treated 
or regarded him. This automatic maneuvering of people into 
reactions and responses toward him that are familiar is the 
essence of the transference phenomenon of Freud or the para- 
taxic phenomenon of Sullivan. Considering the variety of 
experiences and situations to which each individual is exposed, 
it is really remarkable that there are as few changes in the 
course of the years as there are. A large portion of therapy 
has to do with discovering and clarifying these maneuverings, 
since they arise out of assumptions that are not valid. 

To alter one’s patterns of behavior is to court the anxiety 
which common idiom has described in the phrase, ‘‘ As uncom- 
fortable as a fish out of water.’’ One might expect that a 
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person who has structuralized the assumption that he is 
incompetent would be eager to change. This is not according 
to fact, for it is the familiar rather than the hypothetically 
desirable that is the comfortable réle. Likewise, everybody 
behaves symbolically at all times, and each one succeeds in 
making whatever he does into a virtue or something that is 
morally correct, and this effectively precludes change. We 
see that freedom of choice is largely a myth. 

The fact of structuralization and the fact of the need to 
maintain the structure (one’s moral standards) intact, pro- 
duces the consistency of behavior with which we are familiar 
in all people. The pattern of life of every individual is a 
living out of his self-image; it is his road map for living: 
People can be counted on to behave according to their own 
patterns. This consistency is not voluntary or deliberate, but 
compulsive, and generally is outside of awareness. 

People compulsively (unawaredly) maneuver themselves 
into situations, behavior, and feelings that are habitual and 
natural, and thus avoid the anxiety that would otherwise be 
their lot. It is failure to do this that causes misery. It is 
well known by therapists that whatever anxiety an individual 
may be experiencing, it is less than he would experience if 
he behaved in any other manner. The only way to alter 
behavior—that is, the symbolic value of it—is to alter the 
assumptions that lie back of it, since assumptions determine 
behavior. 

The pattern of behavior may be a simple living out of the 
basic image provided by the attitudes of the significant people 
(the price tag), and be associated with smug feelings of being 
actually better than the surface appearances (the need to be 
‘‘diseovered’’), or it may be the persistent attempt to deny 
the validity of this basic image by some form of overcom- 
pensation through the defense mechanism of the self-image, 
but the need to deny it is sufficient evidence of the acceptance 
of its validity. Otherwise the individual would not be con- 
cerned with it. Every defense mechanism (sensed virtue) 
implies an assumed inadequacy or self-devaluation (non-self- 
acceptance). Associated with every neurotic trait is a felt 
need that is insatiable, for the individual never ceases to try 
to gratify this need, and the discovery of these insatiable 
needs is the discovery of the defense mechanisms. 
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The structure of the self-image (neurotic defense mecha- 
nisms) determines the day-by-day and the moment-by-moment 
behavior. Decisions, choices, activities, and reactions are all 
determined in such a fashion as will best retain the image 
intact (satisfy the needs), rather than as reality calls for. 
This need to maintain the image (the defense structure or 
moral standards) intact is the true neurosis. We might say 
that the compulsive need to keep one’s skirts clean is the true 
neurosis. 

If ‘‘I am compliant’’ has been structuralized, every detail 
of every interpersonal relation will be lived in such a way as 
to enable the individual to continue to regard himself in these 
terms, and the slightest variation from this pattern will pro- 
voke anxiety. If ‘‘I am competent’’ has been structuralized, 
the individual’s life patterns will be such as to harmonize with 
this image, for he will ‘‘need’’ to keep his defenses intact. 

Without significant people, or without their pressures and 
assumptions and attitudes to cause the self-image to be 
formed and have content (a hypothetical situation), the grow- 
ing child and, later, the adult would have nothing to measure 
up to, to rebel against, or to stop him. He would have no 
compass and no landmarks to help him chart his course, and 
life would become chaotic. In the course of therapy, one of 
the real difficulties of patients is the sense of helplessness they 
feel in moving into a pattern of life that will be their own or 
that they choose for themselves, and that does not have as its 
basis the old compulsive defense mechanisms. 

As long as a person can maintain his self-image intact and 
functioning according to anticipation, he will be free from 
anxiety. But whenever a person feels that there is a threat 
to the integrity of the whole or to any portion of his self- 
structure (physical or psychological), or whenever a part of 
his structure does not function in the anticipated manner, he 
will experience psychic pain, which is anxiety. Anxiety, thus, 
is the feeling produced whenever there is a sensed threat to 
survival, physical or psychological. When the sensed threat 
is recognized and labeled, we call it fear; when it is not 
labeled, we call it anxiety. 

There is still another source of anxiety, one in which the 
structure is not broken nor is the function disturbed, but 
rather there is a sense of being overwhelmed or of being 
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incapable of dealing with the danger with the resources at 
one’s command. The primary feeling here is one of helpless- 
ness. This sense of helplessness is at first attached only to 
the physical resources, but as the psychological self becomes 
increasingly structuralized, it may be applied to the psyche 
exclusively. 

In the physical area, we are familiar with anxiety produced 
through threat to the integrity of the structure, as witness 
the feelings generated by war, accident, mutilations, or 
diseases such as cancer. Also, anxiety is the usual result 
when any organ or part of the physical structure does not 
function in the accustomed or anticipated manner, as in heart 
irregularities, paralyses, pains, impotence, or other physical 
symptoms. The physician who deals with organic medical 
problems deals with these anxieties every day and in the 
majority of his patients. 

This concept of anxiety produced by threat to the integrity 
of the structure and disturbance in the anticipated function 
of any part of the structure is as valid for the psychological 
image as it is for the somatic. It is a concept of the origin 
of anxiety so simple and so reasonable that it is intelligible 
to anybody. It is likewise valid as one analyzes individual 
people, both those with a psychiatric label and those without. 
The important thing to bear in mind is the uniqueness of 
individual character structure, and the symbolic nature of 
each-detail of behavior. Two people may be doing what 
appears to be exactly the same thing, yet the symbolic value 
of what they are doing may be entirely different in the two 
people. We cannot take it for granted that anything any one 
does means any particular thing until we know the individ- 
ual’s own particular symbolic language. 

Anxiety is minimal in obsessive-compulsive patients 
because they have been able up to this point to maintain both 
their structure and the anticipated function intact. They tend 
to be oriented toward a fixed, incorporated set of values and 
are, therefore, less dependent on the external world for grati- 
fication. The hysteroid character structures are oriented 
toward no such fixed values, but more toward immediate, 
external gratification of their dependency, and are thus more 
subject to disturbances and to transient anxieties. The 
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development of these particular types of character structure, 
with the evolution of symptomatology with decompensation 
of their usual defense mechanisms, will provide material for 
a subsequent paper. 

Analytic psychotherapy itself will inevitably produce 
anxiety in all patients because the process of treatment must 
necessarily produce a sense of helplessness, destroy assump- 
tions, and thus produce disruption of both structure and 
anticipated function in any individual who seriously under- 
takes treatment. 

As frequently happens, structure has been built at vast cost 
to the individual. He may have done that which almost 
exceeded his capacity, either because the functional result 
was satisfactory or because it seemed as if it would be satis- 
factory if only he exerted himself a little more. Any dis- 
crepancy between the energy required to build and maintain 
the structure, and the product or functional result that it 
delivers, will be interpreted as psychic pain. 

A child who has obtained deep satisfaction out of acting 
like a burden-bearing adult—being ‘‘mother’s big girl’’— 
may eventually find such rewards increasingly unsatisfactory, 
but being structuralized as a person who undertakes much, 
she will find herself in a dilemma: if she continues according 
to her structure, she gets anxiety from disturbed function, 
and if she ceases living out her pattern and takes it easy or is 
obviously self-seeking, she gets anxiety from broken structure. 

This inability to move in either direction—toward living 
out one’s image or departing from it—is the essence of con- 
flict. With conflict we have a sense of helplessness, and help- 
lessness is the mother of anxiety. 

It is as important to every individual that he maintain his 
psychological self-image intact as it is that he maintain his 
physical self-image intact. Every one is familiar with the 
concept that maintaining one’s honor is more important than 
maintaining one’s life or physical integrity. The problem as 
to which self should be sacrificed—the physical or the psycho- 
logical—is ever present among G.I.’s. It is worthy of note 
that no one but the person himself can destroy the psycho- 
logical self-structure, so in psychological medicine we deal 
not with psychological homicide, but with psychological 
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suicide. No person’s standards can be destroyed without his 
sanction. 

In the beginning of life we have cha1acter structure devel- 
oping in order to insure physical survival. Then, as the 
character traits become ‘‘set,’’ these defense mechanisms in 
and of themselves take over dominance, so that maintenance 
of the psyche becomes the dissociated goal. The anxiety 
experienced when the psyche is endangered in any way is felt 
as comparable to the anxiety produced by threat of physical 
disintegration or non-survival, like the terror of a child on 
being lost or left alone. 

Whenever the structure of the psychological self-image is 
broken or threatened, the anxiety felt is known as guilt. Since 
the structure is composed of the many traits demanded by the 
significant people, there is attached a value to each one which 
is that of ‘‘good’’ or ‘‘right.’’ The nature of the trait is of 
little consequence, but only the acceptability of the trait to 
the significant people. It may be inadequacy, dependency, 
sexual infantilism, or some hostility that is structuralized 
(and these traits are, indeed, often structuralized), but it 
took place out of necessity (having these traits made the 
significant person feel more comfortable), and the trait is 
highly regarded morally. To break one’s structure, there- 
fore, implies breaking one’s moral code, and the result will 
be a feeling of guilt. 

To the extent that changes can be made in behavior with 
little or no difficulty or guilt, we are dealing either with 
superficial changes and no change in the symbolic value, or 
with traits that are not a part of the defense structure and 
are merely habits, with no moral implications attached to 
them. These have often been the traits that did not come 
under the moral judgment of the significant people during 
the growth process. It was not necessary to structuralize 
them in order to insure survival. 

Whenever the anticipated function of the psychological 
self-image is disturbed, the anxiety feeling aroused thereby 
is felt as frustrated entitlement or outraged virtue. Since 
the use of any character trait implies some conceived virtue 
in action, it is clear that if it does not bring about the antici- 
pated response from the other person or get the ‘‘correct’’ 
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functional results, the disturbed feeling that is generated in 
the individual will be that he is the innocent victim of a 
malignant assault: Since no two people necessarily have the 
same assumptions, it is easy to see why there is so much 
outraged virtue in any interpersonal relation. Perhaps more 
occurs in marriage than in any other relation. 

If one has structuralized ‘‘I do right by others’’ and the 
assumed function is ‘‘Others will do right by me,’’ and if the 
actual functional result in a given circumstance is that the 
other person fails to give the anticipated response, and, 
instead, takes one for a sucker, the anxiety produced is felt 
as outraged virtue. To some extent such disturbed function- 
ing is equated with a psychologic homicidal attack. 

This whole area is commonly very difficult both to spot and 
to grasp because the very culture in which we live has struc- 
turalized the assumption that virtues merit rewards. Our 
culture is, in effect, in a childhood state wherein cause-and- 
effect relationships are scarcely grasped, but life is lived on 
the basis of moral judgments wherein ‘‘being a good boy’’ 
results in an extra piece of pie. The whole fabric of our 
culture is morally, rather than practically, oriented. Many 
people behave with the utmost practicality, but they have 
confused morality with practicality and so proceed on their 
way with unrealistic and unnecessary feelings of virtue. This 
whole cultural coloring with moral assumptions explains why 
few people can successfully practice psychotherapy, for to the 
extent that the moral judgment cannot be relinquished, one 
cannot be objective. 

Whenever one becomes aware that such feelings as guilt 
or resentment or outraged virtue or helplessness are present, 
one may be led directly to important information about the 
self-image, and, therefore, to the defense mechanisms and the 
true neurosis that one harbors. The assumptions thereby 
uncovered are actually portions of the self-image. The 
entitlements will disclose both the structure and the implicit 
function of the image. These strong feelings are evidences 
of minute decompensations. The discovery of the ‘‘needs’’ 
will show how the individual attempts to maintain himself so 
as to be in no danger of decompensation. 

Whenever anxiety has been aroused, it may be experienced 
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as pure anxiety, varying in degree from mild discomfort to 
stark terror. But generally one of, or a combination of, three 
reactions occurs: (1) there may be reaction against or attack 
upon the anxiety-provoking situation or agent, with some 
degree of rage or resentment (hyperkinetic activity); (2) 
there may be withdrawal from the anxiety-provoking situ- 
ation or paralysis of attack responses (hypokinetic activity) ; 
(3) there may be a conversion of the forces for attack into 
some type of physical symptom. In fact, physical symptoma- 
tology may represent merely a partial rather than a total 
response. Muscles and glands may be expressing the over-all 
psychic response with hyperkinetic or hypokinetic activity. 

The method of handling the anxiety is determined not 
voluntarily, but by the individual’s self-image in conjunction 
with the degree of felt threat. In general, the individual who 
responds with hypokinetic activity tends to regard the threat 
as more overwhelming and his efforts as more futile than the 
person who responds with hyperkinetic activity, in which the 
very fact of attack implies some belief in the usefulness of 
his expenditure of effort. 

In physical medicine one finds a relatively comparable situ- 
ation wherein the body reacts with all available resources 
against an enemy. There is elevation of temperature, 
increase in respiratory rate, increase and change in white 
cells, and many other attack phenomena. Every strength is 
used to bring the enemy under control. There are other situ- 
ations in which the attack is minimal or absent—the body is 
in effect overwhelmed or has no resources for dealing with 
the situation—and such situations have a graver prognosis. 

In psychological medicine, attack phenomena and paralysis 
phenomena constitute the major part of the symptomatology. 
Even gross behavior aberrations may be understood through 
the use of these concepts. A separate paper should deal with 
symptomatology as the theory presented here is applicable 
to it. It applies not only to decompensation phenomena, such 
as depressions, catatonic states, paranoid states, and so on, 
but also to lifelong character problems, such as psychopathic 
personalities, the compulsive patterns, or the hysteroid 
character structures. 

According to my observations and the theory presented 
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here, rage, resentment, hostility, or the destructive impulse 
is not an innate characteristic of man (or of animals, for that 
matter), but is always and invariably a reaction to a sense 
of anxiety. This is a major point of difference with the 
Freudian theory. 

The reactions occurring in response to anxiety—attack, 
paralysis, or physical symptomatology—do not constitute the 
neurotic illness, but are merely symptomatic of its presence 
prior to the occurrence of the symptoms. The present cir- 
cumstances have merely brought about decompensation in a 
diseased or unrealistic psychic structure. The nature of the 
patterns of maintaining compensation are the neurosis, while 
the symptoms produced as a result of decompensation are the 
psychosis. Dissociative phenomena are incomplete attempts 
at healing. The essence of a neurosis may be found in one’s 
self-image, which in turn is to be found in one’s assumptions, 
in the things one takes for granted—in one’s beliefs. 

In general, the disability of the neurotic individual is deter- 
mined not so much by the discrepancy between his assump- 
tions and the actual reality situation, but rather by the dis- 
crepancy between his assumptions and the assumptions of the 
specific cultural environment with which he tries to identify 
himself. He may be in harmony with the broad culture that 
surrounds him, but be precipitated into decompensation by 
close contact with a specific individual with assumptions that 
differ from his own and from those of the general culture. 
This individual must always be in the special relation to the 
person of providing some functional result to his entitlements. 

The self-image can best be clarified through examination 
into those areas where one finds rage, resentment, withdrawal, 
or paralysis phenomena, conversion symptoms, sense of 
entitlement, felt needs, or unassailable assumptions (things 
taken for granted) in regard to the self or other people. 

Sound psychotherapy involves two processes. One process 
is the clarification for the patient of his assumptions, as to 
both their nature and their origin (labeling). The other is 
the establishment of more realistic values by the patient 
through a new, emotionally supportive experience in human 
relationships with a person specifically trained to work with 
assumptions—the therapist-patient relationship. 
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In the last analysis, psychotherapy involves discarding 
unrealistic assumptions, mobilizing latent assets, and embark- 
ing on a new life based on a new self-acceptance devoid of 
moral judgments against the self. This implies no further 
use for defense mechanisms, and it implies a new orientation 
toward the practical factors in any situation. To the extent 
that practical considerations are emphasized and clarified, 
moral judgments, whether for or against, vanish away. One 
cannot at the same time feel practical and virtuous! 

Sound psychotherapy must be oriented toward helping the 
patient realize his own innate potential—that is, toward 
growth. Retaining the defense mechanisms is to arrest devel- 
opment at a level at which inadequacy and helplessness are 
assumed as permanent and at the infantile level. Whereas 
the goal of all neurotic behavior is self-image maintenance, 
the goal of therapy is self-acceptance, which permits true 
growth. 

To conclude, the concept of the dynamics of behavior pre- 
sented here, as it works practically, has several advantages 
over current theories: The concepts and the terminology are 
simple. It unites the psyche and the soma in a common 
language and conceptual thinking, so that it is teachable and 
meaningful to medical students, to physicians, to beginners in 
psychotherapy, as well as to thoughtful people in unrelated 
fields. It makes survival basic, rather than sex, and in this 
respect adheres to established concepts. It is applicable to 
all people—those regarded as normal as well as those who are 
labeled with a psychiatric diagnosis. Its applicability is not 
local or restricted to any one particular culture, but is general 
and timeless. It clarifies the common meeting ground of 
Psychiatry and Religion. It is practical as a map or chart 
in the conduct of psychotherapy, and seems to be a definite 
factor in cutting down the time required for successful thera- 
peutic results. 

I'suspect also that the theory is applicable on a wider scale 
+ an the individual, and may apply to groups within a culture 
and to international relations, an area in which current 
theories of behavior have been sorely lacking. 
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pe and community service agencies have had to re- 
define their réle during recent years. As the field of social 
work developed and grew, more specialized services were of- 
fered to the community. When the public agency fully accepted 
the responsibility for granting basic maintenance to certain 
well-defined groups of the population, the family agency had to 
question and clarify what its own different, and sometimes 
supplementary, function was. 

The answer to this question obviously rested on a firm 
belief that, in our Western culture, the family is that unit 
which best prepares children for maximal self-realization. 
The family agency, therefore, saw its task as that of serving 
the family as a healthy unit, in which each member has a spe- 
cific réle and is willing to some extent to subordinate his 
personal strivings to a greater whole. Where this balance has 
been upset, the family agency is prepared to offer its help. 
Recently, however, family agencies have become more and 
more interested in the prevention of imbalance within the 
family group. Case-work and family education both seem to 
be needed to achieve the double goal of readjustment and 
prevention. 

For an agency with such a philosophy, the first step seems 
to be to let the community know about its services, to help 
it to accept them, and to find out what it is that the community 
wants and needs. This is the object of a broad public-relations 
program. The next step, family education as conducted by a 
social agency, has definite public-relations aspects, but goes 
into much greater depth. It not only brings to a selected 
group a more or less superficial knowledge of agency services, 
but consists also of a sharing with others of the case-worker’s 
unique experience and understanding in the field of human 
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relationships. Agencies seem to be faced with a task here 
that requires the combined skill of the public-relations expert 
and the professional social worker. 

In what follows, a description is given of a project in parent 
education within the framework of a case-work agency’s 
public-relations program. An attempt at critical evaluation 
is also made. Have the goals achieved warranted the expen- 
diture of time, effort, and money that was necessary, and has 
the case-work staff remained within the sphere of its profes- 
sional competency? 

The project described, which we know is not the first of its 
kind, was carried out by the Jewish Community Services of 
Queens-Nassau. This is a multiple-function agency with 
three divisions: a family division, a division for the aged, 
and a children’s and youth division. Each division offers 
specialized services to a defined group of clients, and attempts 
to operate on as broad a basis as possible so that the agency 
as a whole can truly call itself a ‘‘community-service’’ agency. 

It was during the winter of 1949-50 that it was decided, on 
an administrative level, to conduct a series of lectures and 
discussions as part of a broader public-relations program. 
Throughout the preceding year, considerable time and effort 
had been put into public-relations work in a new, suburban 
district of the agency. We had used press releases, recep- 
tions on the agency premises, and personal interviews with 
school principles, rabbis, directors of hospitals and of religious 
and educational organizations, and with community leaders, 
wherever our case-work job left us time for this. Occasion- 
ally, supervisors and workers had also spoken to groups. We 
developed a brief recording system and a classified card file 
of public-relations contacts, and there was a constant reévalu- 
ation of the content, feeling tone, and results of such contacts. 

It was felt that a series of lectures on family education 
would consolidate the gains made by our previous public-rela- 
tions activity and would at the same time offer a service to 
the community that could further the agency’s endeavor to 
interpret case-work and counseling; to do preventive, edu- 
cational work in the field of human relations; and to ‘‘listen’’ 
to the community and its needs and demands. We knew that 
there was a definite lack of such educational facilities in our 
community. There seemed to be a special need to help parents 
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—more than one at a time—to understand their children 
better and to become more conscious of what réle they them- 
selves play in their children’s development. We decided to 
start with a course on ‘‘ Parent Education’’ and to focus on the 
growing child and his relationship to his parents. Our chil- 
dren’s and youth division was the logical division to take 
responsibility for this project. 

In this connection, I should explain that our children’s and 
youth division has a case load that combines situations such 
as are usually found in child-guidance clinics and other agen- 
cies that require psychiatric treatment, with situations 
in which parent counseling, parent-child counseling, and 
youth counseling are offered. Beyond this, the children’s and 
youth service is set up to give a variety of concrete services 
generally geared to further the child’s growth process, mainly 
while he is in his own home. 

‘Understanding Your Child’’ was the title chosen for the 
series because this seemed to suggest most precisely the area 
in which we wanted to stimulate thinking and discussion. It 
seemed obvious that, since we had to limit ourselves to six 
sessions, we could only touch upon certain essentials, give 
certain high lights of our broad topic. However, we hoped 
that spacing our six sessions over as many months might stim- 
ulate people to use the intervening periods for further think- 
ing and discussion and that they would live through the course 
as a continuous experience. We thought that a comparatively 
small, but constant number of participants would be pref- 
erable to starting out with a big crowd which in all prob- 
ability would dwindle away with time. Further, we wanted 
to use our own premises, so as to make this an agency-centered 
event, and this we could do only for a limited number of people, 
as we had only one fairly large room available. We figured 
out that our seating capacity would be around thirty, and de- 
cided that this number was satisfactory. We hoped that such a 
group, if given an impressive enough picture of our activity, 
and if finding our series helpful, could function as our 
‘‘ambassadors of good will’’ in the community. 

We realized that in order to get together even a limited 
number of people, we would have to develop a public-relations 
program that would reach far out into the community. We 
ordered leaflets and posters with an exact description of our 








; 
‘ 
A 
‘ 


artes Or 


248 MENTAL HYGIENE 


program, and in district meetings, in which the workers of all 
three divisions participate, we discussed how we could best 
distribute these posters and leaflets so as to make as many 
people as possible aware of our planned discussion series. We 
asked some of the neighborhood community and religious 
centers to display our posters, and visited stores and restau- 
rants around us to see whether they could give us window 
space. Many of them were glad to codperate with us. 

Since our whole district, including our clerical-staff mem- 
bers, was quite enthusiastic about the planned course, we 
spoke about it wherever an opportunity presented itself—to 
friends and acquaintances who lived in the community, to com- 
munity leaders, and to those people with whom we had deal- 
ings around our cases because they had referred clients or 
had supplied us with information. Our small leaflets were 
sent out to several hundred people—school principles, rabbis, 
teachers, doctors. This was not as tremendous a job as it 
sounds, thanks to our above-mentioned public-relations file. 
Many people were warmly interested in our course. The 
owner of a private nursery, for instance, gave us, for our 
mailing list, a handwritten list, many pages long, of her parent 
group. 

Next, we compiled a list of newspapers, with particular con- 
sideration to those distributed locally, for which a press re- 
lease was prepared. This release, mailed out monthly, con- 
tained a short description of the entire series, and a somewhat 
more detailed description of the speaker and topic of the next 
lecture. It indicated, of course, where tickets could be ob- 
tained, and gave a concise picture of the services offered by 
the sponsoring agency. Some of the newspapers ignored the 
release, but many were glad to print it. All this activity, in 
addition to helping to procure for us the audience we wanted, 
served also to bring our existence and our services to the atten- 
tion of a community in which we were comparative newcomers. 

We decided to charge a small fee of fifty cents a session, 
to cover some of our cost, but also to indicate that we con- 
sidered this service valuable for the community. This was 
willingly accepted by our audience. In order to make the 
entire series more attractive as compared to single sessions, 
we charged a reduced fee for all six sessions if paid in advance. 

The program was worked out in such a way that almost the 
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entire series was carried by the staff of the children’s and 
youth division. Some sessions were completely carried by: 
staff members. Of the guest speakers, one was a psychiatrist 
on the agency’s panel; one a psychologist, formerly connected 
with our children’s and youth division; one the director of an 
affiliated group-work agency; and one a board member. Only 
one of the guests was a community leader not directly con- 
nected with, but greatly interested in, the agency. Moving 
pictures were used in conjunction with three of the lectures. 
Our program was as follows: 


First Evening: ‘‘The First Years With Your Child.’’ Presented by 
the division supervisor of the children’s and youth division, With film 
presentation: Human Growth. 

Second Evening: ‘‘Dependency and Separation.’’ Presented by the 
associate supervisor in charge of the district. With film presentation: 


Overdependency. 

Third Evening: ‘*‘Your Child’s Abilities.’’ Presented by the child 
psychologist. No filn. 

Fourth Evening: ‘‘Sex problems of the Growing Child.’’ Presented 
by an agency panel psychiatrist, a specialist in child therapy. No film. 

Fifth Evening: ‘‘The Jewish Child in the Community.’’ Panel consist- 
ing of the supervisor of the children’s and youth division, the director of 
the affiliated community center, and two prominent rabbis, moderated by 
the district associate supervisor. No film. 

Siath Evening: ‘‘The Child in Difficulty.’’ Presented by two case- 
workers of the children’s and youth division. Film presentation: The 
Feeling of Rejection. ’ 


We felt that this program would give parents a chance to 
raise some of the most perplexing, most frequently asked 
questions, and that in its entirety, it might interest the parent 
of the young child as well as of the adolescent. 

When the date of our first evening arrived, we had sold about 
twenty tickets for the entire series. Not all twenty people 
came to all of the sessions, but we sold a number of additional 
tickets, varying from five to fifteen, for each single session. 
Our lowest number of participants was ten, excluding staff 
members; our largest audience consisted of thirty people; our 
average was about twenty. 

The entire district staff was present at most of the sessions, 
to be available before and after the presentations for ques- 
tions about the agency or about the lectures. The district 
associate supervisor served as chairman at all the sessions but 
one, thus ensuring a stable framework and continuity. At all 
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the sessions our agency brochures were displayed. Our audi- 
ence consisted of young and middle-aged mothers, a few people 
who deal with children professionally, and an altogether-too- 
thin sprinkling of fathers. There was a faithful core of women 
who came rather consistently and made it very easy for the 
chairman to establish a relaxed, informal atmosphere, so that 
the more timid listeners, too, were encouraged to come out 
with their questions and comments. 

The first session, ‘‘First Years With Your Child,’’ had 
most appeal to the young parent. In addition to this, it was 
also meant to lay the foundation for later stages of that growth 
process which we wanted to examine from various angles, 
together with our audience. Presentation and movie took 
about three-quarters of an hour, leaving about half an hour 
for questions and discussion. Our audience was fairly sophis- 
ticated; several of the mothers had done some specialized 
reading. From the first session on, the chairman always 
attempted to reformulate personal questions in a more gen- 
eral manner and to encourage the audience to answer and dis- 
cuss questions rather than to let the speaker do so too exclu- 
sively. 

The second topic, ‘‘Dependency and Separation,’’ was 
developed around a description of a growth-producing climate 
—a climate that provides warmth and acceptance, but also a 
willingness to let a child experience, and if need be err—to let 
him be fully himself rather than an extension of his parent. 
The film, Overdependency, showed an overprotective, subtly 
rejecting mother, and a dependent, insecure son who grows 
up only through the help of therapy and a mature, under- 
standing wife. As the need for limits was stressed—since 
unlimited freedom can be as frightening for a child as too 
much emphasis on authority—many of the mothers’ questions 
were centered on this problem. One of them was prompted by 
her anxiety to describe in a direct way her own rather serious 
problem with her child. This is something that seems to hap- 
pen rather frequently in sessions of this type. The chairman 
picked up the generic in the question, and, after the official 
presentation, offered individual help through the agency to 
the mother who asked the question. 

By the third session, which had for its topic, ‘‘Your Child’s 
Abilities,’’ our audience felt really at home, asked our lecturer 
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to sit on the desk rather than on the chair, so that they could 
see him, and interrupted him with questions, as he had sug- 
gested, whenever they felt moved to do so. During this ses- 
sion, the individual aspect of growth was stressed in such a 
way as to help parents to accept irregularities, variations in 
tempo, and sometimes even regression, without being too 
much alarmed, and the ‘‘leitmotiv’’ of all answers to questions 
from the audience was: Recognize and accept your child’s 
individual rhythm and growth pattern. 

The fourth session, on ‘‘Sex Problems of the Growing 
Child,’’ which, as already stated, was conducted by one of our 
panel psychiatrists, with its directness, and its uncompromis- 
ing statements that information should be shared with the 
child fully and early, was possible only after the audience 
had come to know us and trust us. It was a challenging 
session and one whose question period revealed much anxiety. 
What if, during the earlier years, parents have failed to help 
their children in the bewildering area of sex? How much 
freedom for the adolescent? What if children with more 
advanced, frank parents bring their knowledge to an un- 
accepting, censuring community? What about the réle of 
fathers? It was during this session that the mothers re- 
gretted the absence of their husbands—‘‘baby sitting’’ at 
home, as some of them put it—and the idea of a special session 
for fathers came from the audience. (We took note of this for 
possible future lectures.) 

The fifth session, devoted to ‘‘The Jewish Child in the 
Community,’’ was of a somewhat different nature, in as much 
as the four panel discussants explored the topic from their 
special points of view—namely, those of the case-worker, the 
group worker, the orthodox, and the reformed rabbi. The 
panel discussants themselves got into a lively discussion, with 
the expression of considerable difference. Later, the audience 
brought in questions around the parents’ part in religious 
education, and the problem of differences between the two 
generations that comes up so frequently in relation to religious 
beliefs. This session, like some of the preceding ones, ended 
before everybody had had a chance to question the speakers. 
While there may have been an element of frustration for those 
who could not voice their questions, this seemed to result at the 
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same time in a sort of carry-over, a wish to get together for 
another session, even though it might be on a different topic. 

We had a small audience for our last lecture on ‘‘The Child 
in Difficulty,’’ mainly because of the cold, unfriendly weather, 
but partly perhaps also because of a certain sense of ending 
in our audience, of being ‘‘through with it.’’ (An extra ses- 
sion, for discussion only, had been offered during the preceding 
session, but the majority answered with a frank ‘‘no.’’ It was 
felt that the discussion periods provided after each lecture 
had been adequate and satisfying.) Those people who did 
attend our last session, however, seemed particularly in- 
terested, as we later found out through our evaluatory ques- 
tionnaires. 

The evening started out with a presentation of The Feeling 
of Rejection, another movie of a series of mental-hygiene films. 
It clearly showed those more subtle attitudes of a seemingly 
loving parent which may so easily warp a young child’s 
growth. 

After the film, two of our workers gave a case history of an 
actual parent-child-counseling situation, chosen from the 
closed case load in another district, with, of course, all identify- 
ing data changed. This was a case in which one of our workers 
had carried the child, an adolescent girl, while the other had 
worked with the parents. The description was given in terms 
of movement, dynamically, each worker going into his part. 
Then ‘both of them put the two parallel processes together, 
thus showing how help was given to the family as a unit. This 
seemed to be the kind of interpretation of an important 
agency service that could well take its place in a series on 
‘‘Understanding your Child,’’ and that made it very natural 
for the chairman to mention the agency’s readiness to offer 
help to the child and the parent in difficulty. 

There was not too much time for discussion left, and it was 
understandable that some of the professionals in the audience 
asked the kind of question that might have led into a discussion 
of techniques rather than into further exploration of the 
parents’ rdle. In such situations the chairman should have 
the ability to sense what most of the people in a group want 
to get from a discussion. He is the one who must be able 
to gauge their level, their interest, their main area of problem. 
Once he has done so, his leadership can be of a rather subtle 
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nature. He can leave the field to the audience, generalizing 
the all-too-personal, throwing back questions, and pulling 
together in the end the most substantial elements of the dis- 
cussion. 

As we were extremely interested in an evaluation of our 
course beyond the one or two direct applications for service 
that resulted from it, and beyond our own impression that it 
has been a meaningful experience for staff and audience alike, 
we devised a questionnaire which contained some evaluatory 
questions and explored the audience’s readiness for additional, 
similar courses in the future. This questionnaire was distrib- 
uted during our last session, but since our audience then was 
the smallest we had ever had, we mailed out additional copies, 
in self-addressed envelopes, to all other participants. Of 
thirty questionnaires distributed, nineteen were returned to 
us. According to our suggestion, most of them were unsigned, 
so that everybody could feel free to express true opinions. 
While the number of questionnaires received is not fully 
representative, it still allows us to draw certain careful con- 
clusions. 

Our most fundamental question was, of course, whether or 
not our series had been found helpful toward a better under- 
standing of children, and in our questionnaire, we gave the 
participants an opportunity to differentiate with regard to the 
degree of helpfulness. Of the nineteen people who answered, 
eighteen had found the lectures to be of varying degrees of 
helpfulness. One answer was ‘‘no.’’ 

We further wanted to find out what meaning the single 
sessions had had to the individual participants. We counted 
the votes, and the resulting sequence of sessions was as fol- 
lows: (1) ‘‘Sex Problems of the Growing Child’’; (2) ‘‘De- 
pendency and Separation’’; (3) ‘‘Your Child’s Abilities’’; 
(4) ‘‘The Child in Difficulty’’; (5) ‘‘The First Years With 
Your Child’’; and (6) ‘‘The Jewish Child in the Community.”’ 

‘‘Sex Problems of the Growing Child’’ was by far the most 
popular presentation, no doubt partly because of the general 
interest in the topic itself. 

A majority of our course participants (fifteen persons) 
expressed interest in a similar series in the near future. We 
ourselves suggested three possible topics—‘‘Child Rearing,’’ 
‘‘Marital Problems,’’ and ‘‘Problems of the Aged.’’ There 
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was a clear majority for a discussion of ‘‘ Marital Problems.’’ 
Three persons suggested a discussion of ‘‘ Adolescence,’’ one 
of ‘‘Vocational Guidance.’’ Most people liked lectures com- 
bined with movies; only a few would have preferred lectures 
and discussions without films. 

We had provided a special column for comments and had 
particularly invited criticism. Some of the more interesting 
suggestions were that we start on time, discourage discussion 
of individual problems, arrange a ‘‘ bull session’’ for husbands, 
give lectures for a group of adolescents, leave more time for 
discussion, and give ‘‘more precise answers.’’ (This latter 
criticism was to be expected, as some people go to lectures of 
this type with a hope of solving their individual problems with 
the speaker’s help.) 

The above suggestions seem to indicate that our participants 
were really interested to the point where they were willing 
to put some thought into helping us with our evaluation. The 
experience of our staff was encouraging and satisfying. It 
seemed right that we should have shared our experience as 
social case-workers with a group who were interested in our 
knowledge about human beings and human relationships. We 
gained the conviction that we had been able to give something 
that differed from the psychiatrist’s, the psychologist’s, or the 
teacher’s contribution, but also that it was sound to work 
side by side with them in an educational endeavor of the type 
we have described. 

Perhaps we can draw some conclusions of a more general 
nature. Board, administrators, and staffs of other agencies 
have tried to define, as we have done, what their respective 
roles within a public-relations program should be, and what 
should be left to the expert, trained in publicity and public- 
relations work. In considering this, it should be remembered 
that public relations in social work has a distinguishing feature 
which calls for a technique of its own. Social work does not 
want to ‘‘sell’’ so much as it wants to explain the very essence 
of certain services to a community which, after understanding 
them, decides whether or not to use them. This same com- 
munity is encouraged to express its specific needs and thus to 
keep the services offered to it flexible and sensitive to changes 
in community living. If one accepts this definition of public 
relations in social work, it is obvious that it is the practitioner 
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who knows his services most intimately and who can best 
represent his agency to the community. The case-worker’s 
understanding of relationships, and of the process that in- 
variably takes place where the interaction of human beings 
is purposefully used, cannot be supplied by the public-relations 
expert. However, the latter’s knowledge of techniques, of how 
to set up an effective program, seems just as indispensable; 
and many agencies that can afford it have begun to employ 
such experts. 

If the case-worker accepts it as basically sound that he take 
part in a public-relations program, he must further attempt 
to draw a line between his own limited educational and inter- 
pretative activity with groups and group work as such. The 
group-worker is intent on helping the individual in the group 
to grow and, if necessary, to change. To achieve his goal, he 
uses his réle as a leader with the individuals in the group, as 
well as with the group as a whole, and the interaction of the 
group members upon one another. The case-worker who ap- 
proaches a group for public-relations purposes wants to in- 
terpret his agency’s service. In educational activities, his 
aim is to help people understand the essence of relationships 
between individuals, such as the relationship between marital 
partners or the parent-child relationship, because of his unique 
competency in this area from a social-work point of view. In 
both these aspects of his public-relations activity, as he helps 
the individuals in the group to relate to him and to get a sense 
of being accepted and understood, he uses his specific tools— 
a case-worker’s sensitivity and sense of process—as he would 
do, qualitatively, if not quantitatively, in a worker-client rela- 
tionship. As a by-product, so to say, he will get a sense of the 
group as such, and of the cross-currents within the group. 
The dividing line may be a fine one, as it is where the group 
worker must deal with the singled-out individual for the best 
advantage of the group. 

Finally, if we believe that the case-worker has a réle of his 
own in public-relations work, this raises a question for the 
school of social work. Some special, additional training would 
have to be offered to the case-worker, to enable him to make 
his special and unique experience available to the community 
at large. All this can be done, of course, only if boards and 
administrators of social agencies will take a stand in this, 
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because the size of case loads and the use of time are closely 
tied to the entire question. Will they not have to realize, 
however, that this type of activity is supplementary to case- 
work and that it offers one of our best chances for preventing 
trouble, in addition to our more widely known and accepted 
task of helping people out of it? 

As we learn to define more clearly our own field—the field 
of social work, as separate and unique—we may also recognize 
more clearly the overwhelming magnitude of the task before 
us. This may create a readiness to take on new obligations, 
such as the sharing of our experience as social case-workers 
with groups of people who are interested in sound human 
relationships, starting with the smallest units, their own 
families. 
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Veterans Administration, Mental Hygiene Clinic, Boston, Massachusetts 


_ writing of this paper was stimulated by current discus- 
sions in the fields of case-work and psychiatry as to the 
most appropriate use of the social worker in psychiatric 
settings. These discussions are usually phrased in questions 
such as the following: Does the social worker do treatment? 
Should the social worker do psychotherapy? Is the social 
worker part of a clinic team? What is the difference between 
psychotherapy and case-work? 

This paper does not attempt to answer these questions in a 
definitive way, but rather to describe the function of the social 
worker in the Boston Veterans Administration Mental Hy- 
giene Clinic. This function is based on a philosophy which 
maintains that social-case-work principles can be integrated 
into the direct treatment program of a psychiatric center. 

The case-work practice in this clinic encourages case- 
workers to deal directly in a treatment relationship with a 
broad group of patients. The philosophy consists of several 
principles that are an integral part of this setting. These 
include the following: 

1. The psychoanalytical orientation of the entire clinic is 
focused on an understanding of the individual patient. 

2. The aim of treatment is to meet the needs of the patient. 
Therefore, treatment is concerned both with the patient and 
with his adaptation to his environment. 

3. The presence of a sufficient number of case-work super- 

* Reviewed in the Veterans Administration and published with the approval of 
the chief medical director. The statements and conclusions published by the 
authors are the result of their own study and do not necessarily reflect the opinion 
or policy of the Veterans Administration. 

Of the authors, Margaret L. Newcomb is assistant chief social worker of the 
clinic; Eleanor Gay and Ruth L. Young are case-work supervisors; and Drs. Stewart 
R. Smith and Jerome L. Weinberger, are senior psychiatrists. 
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visors and psychiatric consultants provides the help the case- 
worker needs in carrying on individual treatment. 

The structure’ of the social-service department consists 
of a director of social service, three case-work supervisors, 
eight case-workers, and eight social-work students from four 
schools of social work. The psychiatric consultant has the 
medical responsibility for case-work treatment. The social- 
service department is a part of the total clinic functioning, and 
is responsible to the chief psychiatrist. The activities of the 
social-service department may be divided, for purposes of dis- 
cussion, into intake, case-work treatment, case-work super- 
vision, and psychiatric consultation. 

The Intake Interview.—The intake interview? probably 
requires the greatest interviewing skill in case-work. It is 
characterized by a great variety of problems, and it calls for 
promptness in making formulations and reaching appropriate 
decisions. This social-diagnostic evaluation is generally made 
without background information. 

Intake is a team function in which the social worker and the 
psychiatrist interview the patient. The social worker has the 
first clinical contact with the patient in the intake process. 
This first interview is of major significance because it is used 
to explore the presenting problem, the legal eligibility for 
treatment, the patient’s motivation in coming to the clinic, and 
relevant social and medical factors in his background. The 
social worker summarizes the salient factors in the patient’s 
history and concludes with a social-diagnostic evaluation and 
recommendation for treatment. If eligible for treatment in 
the clinic, the patient is next seen by the intake psychiatrist. 
If ineligible, the patient is referred to other community 
resources. 

The major purpose of the intake interview is to determine 
motivation, which is of importance in assessing the patient’s 
treatment potential. For example, a patient who comes here 
ostensibly to obtain treatment for his illness, but whose true 

1 See ‘‘A Mental Hygiene Clinic; Its Organization and Operation,’’ by M. H. 
Adler, A. F. Valenstein, and J. J. Michaels. Journal of Nervous and Mental 
Disease, Vol. 110, pp. 518-33, December, 1949. 

2 See ‘‘ Utilization of the Psychiatrist and Social Worker as an Intake Team,’’ 


by J. L. Weinberger and E. Gay. American Journal of Psychiatry, Vol. 106, 
pp. 384-88, November, 1949. 
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interest is in enhancing his pension status, would of necessity 
be a poor treatment risk. The successful intake interviewer, 
however, will stimulate the patient to consider treatment for 
its own sake rather than for the secondary gain. The same 
principle also applies to the secondary gains of illness which 
are seen commonly as dependency reactions of various types. 

The intake worker, however, must learn about the patient’s 
real life situation. Hence, there is a constellation of factors 
that the worker must evaluate in order to make a sound recom- 
mendation, namely: age, social status, type of personality, 
duration and severity of illness, and previous treatment. 

In the intake interview, the function of the clinic is explained 
by the social worker so that the patient may be able to accept 
treatment. In addition, the social worker gathers sufficient 
pertinent information to aid in determining the patient’s 
social-psychiatric diagnosis and his treatability in the clinic. 
In order to do this, it is important to obtain a brief history of 
the patient, so that in addition to the discussion of his com- 
plaints and the history of his illness, the worker secures some 
anamnestic data with particular reference to his adjustment in 


interpersonal relationships, employment, education, and mili- 
tary service. The source from which the patient was referred 
and the reasons for his being referred are often indicative of 
the precipitating factors in his arrival at the clinic. 


A typical example of the general group of patients who come to the 
clinic and are seen on intake is that of Mr. A, age thirty-three, who was 
referred by the outpatient clinic of the Veterans Administration, to which 
he had applied for treatment for a numbness in his left hand that had 
occurred after a dizzy spell four days before. Mr. A was an intelligent 
high-school graduate, with ‘two years of professional night-school educa- 
tion, which he had had to give up in order to support his family after the 
death of his father. He was happily married and had one child. 

The intake interview did not reveal any social factors in the current 
situation that seemed to be bothering the patient. On exploring the 
history, however, it came out that while he was in Japan, he became 
‘*nervous,’’ with loss of memory for the details. He was hospitalized 
and returned home, medically discharged from service. Apparently quite 
well, he married the girl to whom he had been engaged while he was in 
service, and obtained work on a police force, which he liked. Further 
exploration of his motivation for seeking treatment, however, revealed 
the patient’s fear that he was becoming ill with the same kind of shock 
of which his father had died some nine years before. 

Although he came requesting a. physical examination, to rule out the 
possibility of cerebral-hemorrhage ‘‘shock,’’ yet a discussion with him 
of emotions and the réle that they play in the development of symptoms 
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quite readily brought about sufficient intellectual understanding of his 
emotional reactions to his father’s physical illness so that he was 
anxious to come for psychiatric treatment. 


Not infrequently, however, the worker concludes from her 
clinical judgment that the patient presents an acute problem, 
and she refers him to a psychiatrist at once. This is the case 
when the patient appears to be acutely depressed and poten- 
tially suicidal or extremely paranoid. An example of this is the 
patient who comes to the clinic expressly for medication, but 
who, during the interview, reveals a despairing attitude, say- 
ing, ‘‘I am at the end of my rope,’’ who describes his difficulties 
in terms of sleeplessness, agitation, depression, and irrita- 
bility. 

Sometimes it is not possible to determine important factors 
when interviewing the patient alone, as in cases of psychoses 
or in marital problems. In such instances, in addition to 
requesting the services of a psychiatrist for the psychotic 
patients, the Social Service Index is consulted to determine 
the duration of the condition. If necessary, a relative is inter- 
viewed. In marital problems, the other marital partner may be 
interviewed, with the patient’s consent. 

Selection and Assignment.—After the patient has been 
interviewed by the social worker and the psychiatrist in this 
intake process, the psychiatrist assesses the patient’s treat- 
ment potential and makes appropriate disposition for treat- 
ment. The patient may be referred (1) to a psychiatrist for 
psychotherapy; (2) to a social worker for social-case-work 
therapy; and (3) to a psychologist for group therapy in con- 
junction with treatment either with a psychiatrist or with a 
social worker. 

In practice the principles that determine the assignment of 
patients to the various disciplines have not been clearly formu- 
lated. We are limiting our study at present to the factors 
involved in the assignments for individual therapy. We are 
trying to delineate, at the point of intake, those patients who 
can benefit from the kind of treatment that is within the realm 
of case-work practice from those who need, and can use 
psychotherapy. 

The basic factor in the assignment of patients in this clinic 
is the goal of treatment for the individual patient. This goal 
of treatment is determined by an estimation of the treatment 
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potential, which is based on the sociodynamic diagnosis. These 
include evaluation of (1) the patient’s ability to form a rela- 
tionship with the therapist; (2) his character structure as 
shown by his adaptive strengths and his previous adjustments 
to difficulties; and (3) his tendency to extreme or impulsive 
acting-out. 

Other factors in determining the goal of treatment are the 
patient’s age, the degree of impairment of his functions, the 
duration of his illness, any complicating organic illness, and 
the formal diagnostic category as established by the intake 
psychiatrist. 

The majority of patients referred for social case-work are 
veterans who can be helped by the use of the relationship to 
clarify their emotional conflicts and so to make a better 
realty adjustment. Patients who have long-standing emo- 
tional difficulties with poor prognosis for dynamic psycho- 
therapy may be referred to the social worker for a long-time 
supportive relationship and alleviation of environmental 
stresses. In cases of older patients, who have more rigid 
character structures, more limited goals must be set. In this 
latter category, such a limited goal might be in helping the 
patient to make a more adequate adjustment to some small 
part of his present environment. 

We have learned, however, that in formulating the goals of 
treatment, the degree of the patient’s emotional investment in 
the situational maladjustment must be determined before a 
decision is made as to which discipline he should be assigned 
to for treatment. It is difficult to assess how much the situa- 
tion represents a repetition of the patient’s neurotic adjust- 
ment or a situation that has overwhelmed his capacity to 
adjust at the present time. The apparent situational malad- 
justment may be an illusion. In some cases, in which the source 
of stress appears to be in the immediate environment, it may 
later be discovered that the chief source of the difficulty is in 
the patient’s emotional maladjustment, which is acted out in 
the environment. With other patients, a severe situational 
maladjustment may be the result of overwhelming reality 
pressure on a personality once adequately integrated. In 
determining the treatment potential, these factors are in- 
herent in the ‘‘apparentness of situational problems.’’ 

Treatment.—The foundation of treatment by the social 
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worker in our clinic is the case-work relationship. The social 
worker establishes a relationship in which a large measure of 
emotional independence is encouraged in the patient and 
current reality is the major focus of attention. The social 
worker deals with the patient at the level of his understanding 
and avoids bringing out or discussing unconscious phenomena, 
such as dream content. In intensive case-work, the worker 
deals with the derivatives from the patient’s past that are 
manifest in the present reality. Case-work techniques include 
emotional support, suggestion, environmental help, abreaction, 
and clarification... We define clarification as the social work- 
er’s task of helping the patients who are emotionally distorting 
their own understanding of their environment to disentangle 
some of these emotions, so that they can perceive reality possi- 
bilities and mobilize their inner resources. 

In the intensive case-work relationship, clarification is the 
chief tool. Before it can be used, a systematic approach to 
the material and a careful evaluation of it are necessary. The 
timing of the discussion of repetitive patterns of behavior 
that have been brought out in the interview is very important. 

The social worker’s function in this clinic varies according 
to the particular needs of the patient. The following case 
illustrations are classified under the headings that describe 
the predominant function of the social worker. We recognize 
that, in any severe case, these functions overlap. For example, 
patients have been assigned to case-work for the following 
reasons: 

1. When the patient is not yet ready for intensive psycho- 
therapy, but can be prepared for it through a reassuring rela- 
tionship with the case-worker. The social worker is the ‘‘first 
step’’ in therapy. The patient will be transferred later to a 
psychiatrist when he becomes able to tolerate deeper insight. 

2. For a generally supportive type of relationship, to help 
the patient maintain his present level of adjustment. This 
may be illustrated by a summary of a case: 

A twenty-four-year-old man complained of headaches, fear of heights, 
fear of closed places, and ‘‘a nervous feeling in the back.’’ After an 
intake study, he was referred for individual case-work, concurrent with 
group therapy. 

1See ‘‘Psychiatry and Social Work,’’ by C. L. Bibring. Journal of Social 
Casework, Vol. 28, pp. 203-11, June, 1947. 
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The patient was unemployed. He had completed high school before 
service, but had had only odd jobs in the past year. His mother had 
died when he was twenty-three, a year before his clinic contact. He was 
living with his aunt and uncle, who were kind to him and did not complain 
because of his inability to pay board. The patient had had a girl friend 
when he was in service, but she had ended the relationship when he was 
discharged from the navy. She had told him that he was nervous and she 
had objected to his loafing. The patient said that she wanted a hustler. 
“*T tell myself I don’t care any more.’’ 

The patient was transferred from a psychiatrist to a social worker 
because he needed a relationship with an accepting mother figure. The 
worker’s réle was a supportive one, since the patient was ‘‘essentially a 
rejected, lonesome, depressed individual,’’ who needed to feel that he 
was accepted by some one. Gradually he became able to discuss his cur- 
rent situation, his job interests, his former girl friend, and his need for 
love and affection, which indicated the lifting of his depression, the lessen- 
ing of his feelings of inadequacy, and his growing ability to relate to 
others. 


3. To aid the patient’s establishment of a positive relation- 
ship by providing encouragement and dealing only with con- 
scious material with him. For example: 


Miss ©, a twenty-five-year-old single woman, a former WAC, was re- 
ferred by the social worker of a state hospital. She had been hos- 
pitalized several times over a period of five years and had had two 
illegitimate children during two psychotic episodes. She had a long his- 
tory of emotional deprivations, her mother having died when she was 
five years old, and she had been brought up by a succession of house- 
keepers. The patient had completed high school, but had got into diffi- 
culties shortly after graduation because of her promiscuous activities. 
Her diagnosis at the hospital was ‘‘ manic-depressive psychosis, depressed 
type.’’ 

The clinic social worker interviewed Miss C on a weekly basis for a year 
and then monthly for another year, during which time the case-work rela- 
tionship was utilized to support the patient in her current activities. She 
responded well, and was able to obtain a suitable office job, in which she 
got along well with her employer, an older woman. The social worker 
functioned in a motherly réle, and was able to encourage the patient to 
establish positive relationships with her relatives, something she had never 
done before. She established herself in a socially acceptable manner in 
the community. She asked for a continuance of the relationship, stating 
that this was the first time since she was twenty-one that she had not had 
to be hospitalized. She felt that continuing to come to the clinic would 
keep her from having to return to the hospital. 





4. For ‘‘collateral treatment’’—that is, work with a relative 
or a marital partner while the patient is being treated by 
another person at the clinic. 


A thirty-three-year-old man was referred by the social worker of a 
Veterans Administration hospital in which he had been a patient for 





MENTAL HYGIENE 


several months. He complained of ‘‘pains in his head’’ and cramps in 
the legs, arms, and neck. He became belligerent at any mention of the 
hospital, and paced up and down during the intake interview. The 
intake doctor noted that he was ‘‘psychotic, but in touch with reality, 
extremely anxious.’’ He had recently been working for a relative as a 
building demolisher, but disliked it very much. He had been doing some 
art work and painting tiles at home, but was unable to make any money 
from this. He had three small children, and his wife took care of them 
in their small apartment. The family lived above the apartment of 
the wife’s mother, a diabetic, who had had both legs amputated. The 
wife frequently had to answer the mother’s calls for assistance in getting 
medicine, food, and so on. 

The psychiatrist referred the case to the social worker to establish a 
contact with the wife, as it was felt that she would need some interpre- 
tation of the seriousness of the patient’s illness and some support for 
herself in this situation which made so many demands on her. The social 
worker made regular home visits while the patient was in treatment with 
the psychiatrist. During this time the patient’s wife was able to discuss 
many of her feelings regarding her husband’s illness, her doubts as to 
his eventual recovery, and her hostility, which was projected onto previous 
social workers and the Veterans Administration. She received consider- 
able concrete help with problems related to Veterans Administration 
benefits. 

Prior to the contact with the clinic worker, the wife had seen a number 
of social workers in other agencies whom she had impressed as being 
masochistic and indifferent to her husband. During her contact with the 
clinic worker, she revealed herself as a person of remarkable strength who 
was able to cope with many serious problems. She constantly tested out 
the worker by means of interruptions or canceled appointments. The 
worker’s acceptance of this was effective in overcoming the wife’s re- 
jection of help. The wife was able to form a warm relationship with the 
worker, which in turn enabled her to deal more tolerantly with the patient. 


5. For providing help through clarification of the behavior 
pattern by means of an intensive case-work relationship with 
the social worker. 





The twenty-eight-year-old wife of a patient was referred to the social 
worker by the psychiatrist who had been treating the husband for a 
year, with the object of evaluating her part in a chronically severe marital 
problem and her capacity to change some of her neurotic patterns as the 
patient changed his in treatment. 

The wife was the oldest of five siblings, with both parents still living. 
She had completed high school, had done office work, and finally had 
worked in a defense plant, where she had met the patient. They had 
been married shortly before he went overseas. While the patient was 
away, he sent his wife to live in another state with his sisters, because 
he was suspicious of her fidelity. 

During her stay there, the wife had an extramarital pregnancy which 
was terminated by abortion. She was critically ill when the patient 
returned from overseas, but they resumed their marriage and later had 
three children. In spite of the lapse of time, and the fact of the children, 
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both husband and wife continued to regard their status as unsettled, and 
were in conflict whether to forgive and continue their marriage or to end 
it. The patient had frequently beaten his wife severely, and demanded 
that she tell him endless details of her seduction, and explain to every 
one her reason for behaving this way. 

Case-work goals for the wife were set up in consultation with the 
psychiatrist who was treating the patient and were focused on leading 
the wife to an awareness of her masochistic patterns which were imped- 
ing the patient’s progress in treatment. The ultimate goal was to help 
her develop sufficient ego strength to be able to act more in accord with 
reality than she was yet able to do, since she seemed almost completely 
absorbed in a fantasy love situation. Attempts were made by the case- 
worker to help her see the recurrence of the sado-masochistic pattern, 
her assumption of the burden of guilt which the patient pushed onto 
her, and also her direct creation of situations in which she was beaten or 
otherwise punished. 

After a number of interviews, she became able to express some of her 
feelings of anger and jealousy to the patient, who thereby felt more 
satisfied in his relationship with her. She has subsequently been able 
to express her positive feelings for her husband and children, resolving 
her ambivalence about remaining in the marriage. Therapy was 
furthered in that both marital partners became able to function a little 
more maturely than they had been, ceasing their constant quarreling 
and constructively planning for their family. 


The case-worker serves to replace, by surrogate relationship 
to the patient, some of the emotional needs that have never 


been satisfied before, such as a warm acceptance and tolerance 
of the patient’s negative and dependent feelings. This en- 
courages the patient to find further positive and satisfying 
relationships in his environment. 

All cases assigned to social workers are reévaluated by the 
case-work supervisor and the psychiatric consultant to de- 
termine the suitability of the patient for case-work treatment. 
The psychiatric consultant has the medical responsibility for 
this decision. If the patient is not found to be suitable, he is 
transferred to the psychiatrist. There is an occasional excep- 
tion to this—when there are no hours available for treatment 
by a psychiatrist, the social worker may carry the patient until 
such time as he can be transferred. 

Where emergencies arise, as in the following case, the 
patient is transferred to the psychiatrist because of the latter’s 
experience, authority, and medical and legal responsibility. 

A thirty-three-year-old army veteran came to the clinic with various 
complaints, including “headaches,” battle dreams, irritability, depression, 


and marital difficulties. He said that his chief difficulty was in his rela- 
tionship with his wife, who was “cold” and did not want him to show 
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any affection toward her. Initially, he seemed to be a dependent indi- 
vidual who had never “put his foot down.” He was referred to the 
social worker for treatment interviews on the basis that he needed an 
accepting relationship and an opportunity to ventilate his feelings 
about his wife. : 

The patient seemed very ill at ease and depressed during the first inter- 
view and focused mainly on his marital problem. He kept returning to 
the problem of sexual maladjustment and became more upset about it, 
taking the entire blame on himself. Not long afterward he spoke of 
his wife’s accusation that he talked about her to other people. He said, 
“People are not blind. They see that something is wrong.” The psy- 
chiatric consultant, reviewing the early interviews, noted that the patient 
might unconsciously want to kill his wife and this might account for his 
extreme sense of guilt. 

The interviews were continued, the social worker attempting to func- 
tion in a warm, non-critical réle, but assuming a more authoritative 
réle in connection with the patient’s threats to harm his wife. The 
patient, however, continued to express great hostility toward his wife 
during the treatment interviews. On one occasion he had a violent 
quarrel with her and became so threatening that the police had to be 
called in. It was decided that the case should be transferred to a 
psychiatrist, in view of the fact that the patient was not responding to 
case-work therapy and that there seemed to be real danger of his ‘‘ acting 
out” in a hostile manner against his wife. He was transferred, and 
shortly thereafter a more definite paranoid process became evident in 
which he began to blame the clinic for the difficulties with his wife. 


Supervision.—In this clinic, case-work supervision consists 
of education, evaluation of work done, responsibility for pro- 
fessional development, and clinical management. The super- 
visor. combines case-work and teaching skills and stimulates 
the workers to develop their own abilities, to function profes- 
sionally, and to evaluate their own methods. This develop- 
ment of professional objectivity and independence is a 
primary goal, making possible the development of highly indi- 
vidualized skills in treatment. As the worker becomes less 
dependent upon the supervisor, she assumes increased re- 
sponsibility for her work and becomes better able to partici- 
pate in the supervisory conference. A positive professional 
relationship between supervisor and case-worker is essential 
to the successful functioning of supervision, since it helps to 
encourage the worker’s self-confidence in the face of criticism 
and encourages her to try new ways of working independently. 
The worker’s repetitive patterns, which interfere with her 
handling of interview situations and trends in the total case 
management, are clarified by the supervisor in the supervisory 
conference through case material. Each supervisor has 
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regular weekly two-hour conferences with his staff workers, 
with the aim of educating the individual worker in terms of 
clinic functions and stimulating his professional interest in the 
field of social case-work. 

These are well-known concepts of supervision in the pro- 
fession, but in our clinic there is an additional factor which 
affects the entire process—namely, the close collaboration 
with the psychiatrist in consultation. This additional set of 
relationships creates problems in supervision which will be 
discussed in the next section of this paper. 

Consultation.—The psychiatric consultant functions by (1) 
clarifying the central problem and goal of treatment; (2) 
reviewing the worker’s case load to insure suitability (exclud- 
ing severe homicidal or suicidal patients and those with seri- 
ous organic pathology), and offering medical evaluation, 
where needed, as an adjunct in treatment; (3) recommending 
transfer of the patient when the presenting problem is con- 
sidered not to be within the province of the worker; and (4) 
clarifying the case-worker’s problems in treating the patient. 

Where the case-worker is unaware of her own identification 
with the patient or her own hostility and anxiety, the consult- 
ant can make these apparent when discussing the case material 
and thus try to help the worker to function more effectively. 
However, to direct the handling of emotional factors within 
the worker obscures the fact that the patient is being treated, 
resulting in a diversion from therapeutic goals and a possible 
loss of the worker’s effectiveness. 

Both the supervisor and the consultant are patient-oriented, 
not worker-oriented. The personality of the case-worker con- 
ditions her way of doing things. The function of supervision 
and consultation is to enable the case-worker to recognize 
where her own emotional problems may on occasion limit her 
in the effective treatment of the patient. 

Our consultants have found that there are positive ways of 
helping a case-worker in her treatment of patients. Objective 
criticism with substantiating material from the patient is used 
as constructively as possible in a reassuring way. The super- 
visor and the consultant, aware of the personality of the 
worker, are able to recognize when the case material becomes 
anxiety-provoking for the case-worker. 











268 MENTAL HYGIENE 


Because of the fact that this setting makes use of weekly 
psychiatric consultations for the social worker, the question 
of the difference between the function of the psychiatric con- 
sultant and the case-work supervisor arises. Our feeling is 
that in general the consultant deals more with the broad prob- 
lems of the patient, such as dynamic formulation and treat- 
ment goal, while the case-work supervisor deals more with the 
specific applications of the treatment plan within the frame- 
work of case-work. The difference is relative, of course, since 
the broad problem is so interwoven with the techniques of the 
interview. As a rule, the supervisor has more frequent 
contacts with the worker and is better acquainted with the 
case material. 

There is a difference in the way psychiatrists do psycho- 
therapy and the way in which social workers do case-work 
therapy, based on their philosophy, training, and _ skill. 
‘‘Generally speaking, the psychiatrist’s primary orientation 
and interest are in the internal problems of the client and the 
total functioning of his personality. For the most part he 
deals with environmental reflections secondarily. The social 
worker is aware of the dynamics of the total personality; he 
focuses on these environmental maladjustments that are re- 
flections of the inner stresses of the patient. He deals with the 
emotional conflicts of the patient as they are translated into 
social reality.’’? When the consultant is aware of this differ- 
ence, he helps the case-worker to practice therapy that is in 
keeping with her special training. 

Another problem exists in connection with the concurrence 
of consultation and supervision. The utilization by the social 
worker of two authority figures of different sexes as con- 
sultant and supervisor may lead to an emotional relationship 
—in effect, a family triangle. Actually, however, the sexual 
differences will not affect the manner in which a person enters 
an emotional relationship. Indeed, a family-triangle situa- 
tion may be set up even when the consultant and the super- 
visor are of the same sex, depending upon the emotional rela- 
tionships that prevail. The reality situation may enhance the 
latent emotional predisposition. 

1See “Psychotherapy and Case Work. Symposium of the Boston Psycho- 


analytic Society and Institute, February 19-20, 1949.’’ Journal of Social Case- 
work, Vol. 30, June, 1949. p. 254. 
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The relationships that a worker establishes with the con- 
sultant and the supervisor at times reflect old attitudes which 
play a role in the utilization of the consultants as well as in 
case-work therapy. There are a number of ways in which 
this triangular emotional relationship may be established by 
the worker initially. The relationship to both figures may 
be positive; it may be negative to one or it may be negative 
to both. The learning process in case-work therapy is de- 
pendent on positive relationships to both figures and the 
ability to accept criticisms and to apply them in case-work 
treatment. The sex of the supervisor and consultant does 
have a relationship to this process. The tendency may be 
present for the worker to overevaluate the consultant because 
of his authoritative position, and because of the traditional 
attitude toward the doctor. Answers to all problems are 
expected from him. As the worker loses anxiety and views 
the consultant in a more realistic light, disillusionment as 
to his infallibility occurs. This is part of the growing process 
in which the worker establishes her own individuality and 
is more able to deal objectively with the problems of the 
patients. When the relationship is negative to either the 
supervisor or the consultant, a disturbance occurs in learning 
and adjustment and also in the application of case-work skills. 

When there is resistance to one authority figure, there may 
be a tendency on the part of the social worker to align one 
figure against another at the expense of the patient. This is 
at times apparent in the attempt of the social worker to have 
the consultant or the supervisor take sides in a difference 
of opinion. Case-workers may fail to keep their regular ap- 
pointments with the consultant because of anxiety, due to fear 
of criticism or to hostility. Inability to ventilate these feel- 
ings aggravates this situation. Fear or antagonism of the 
worker in relation to both the supervisor and the consultant 
may result in the isolation of the case-worker. She may then 
divide the weight of their authority by bringing for discussion 
to one different case material from that brought to the other, 
or she may identify with the patient and then defend herself 
against the authority of both. In such cases the patient may 
suffer because he is being used as a vehicle of expression for 
this negative relationship both to the consultant and to the 


supervisor. 
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The regular conference of supervisor and consultant is an 
effective check to the emotional use of the triangular situation. 
Awareness of this situation is necessary for the most effective 
use of the case-worker in therapy as well as in his relationships 
in the clinic. 

In our experience, beginning workers, as a result of their 
anxiety in their relationship to authority figures and in order 
to please, attempt to get material from their patients and in 
this way obtain approval. When anything goes amiss in 
their case-work treatment—such as the failure of the patient 
to keep his appointment, or the dropping of treatment by the 
patient—the social worker may feel a great sense of failure 
and be apprehensive about seeing the consultant or supervisor. 
This anxiety makes its appearance even in the case of very 
minor incidents. The case-worker may discuss the material 
with the supervisor, but at times may not be able to talk about 
it with the consultant. Case-workers, in instances where 
patients have ceased treatment in the first few hours, occa- 
sionally will not keep their appointments with the consultant, 
but will state that they ‘‘have nothing to bring up.’’ Aware- 
ness of this anxiety by the supervisor and consultant can help 
the social worker to express his fears and thereby gain secur- 
ity. Usually the worker will say: ‘‘I felt very bad that that 
patient. broke treatment. I felt that I didn’t do the right 
thing.’’ When the supervisor and consultant are unaware 
of the case-worker’s feelings of guilt and anxiety, this fear is 
perpetuated and becomes a barrier to the full utilization of 
supervision and consultation in the learning process. Instead 
of the development of a good relationship, which finally 
evolves in the objective, realistic regard for the consultant 
and supervisor, there is a barrier of fear and an over-endow- 
ment of the authority figures. 

It is natural that new workers should proceed with great 
anxiety, and it has been our experience that the learning 
process can be enhanced when a supervisor and a consultant 
are aware of the possibilities of anxiety underlying the can- 
cellation of appointments, the lack of or abundance of material 
brought to the consultation, and the attitude of the worker. 
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1928 a study was published which has been described both 
as ‘‘a classic investigation’’’ and as ‘‘one of the most 
illuminating and interesting studies in the field.’’? This was 
E. W. Wickman’s Children’s Behavior and Teacher’s Atti- 
tudes.* The study has been widely quoted and, as the author 
of this paper discovered, it is also very often misquoted, or 
variously interpreted. Even though it was conducted twenty- 
five years ago, the inclusion of data from it in recent books 
in the field of mental hygiene indicates that it still exerts 
considerable influence on contemporary thinking in that field. 

So influential has Wickman’s study been in shaping public 
and professional opinion that it was thought worth while to 
repeat it, in an attempt to ascertain whether the passage of 
twenty-five years had produced any measurable change in 
teachers’ attitudes toward children’s behavior, and whether 
any new problems of child behavior confronted to-day’s 
teachers. 

In the present study, which follows the pattern established 
by Wickman, rating scales were submitted to teachers in 
elementary schools and to mental hygienists—psychiatrists, 
psychologists, and psychiatric social workers—in child-guid- 
ance clinics. On these scales teachers and mental hygienists 

*On military leave of absence, Lt.Commander (M.8.C.) U. S. Navy, Senior 
Psychologist, assigned to the 1st Division, U. 8. Marine Corps, on duty in Korea. 

1See Mental Hygiene in School Practices, by Norman Fenton. Stanford, Calli- 
fornia: Stanford University Press, 1948. p. 164. 

2See The Child and His Curriculum, by J. M. Lee and D. M. Lee. New York: 


D. Appleton-Century Company, 1940. p. 76. 
8 New York: The Commonwealth Fund, 1928. 
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recorded their judgments as to the degree of seriousness of 
each of 50 behavior problems of children. The raters were 
directed to make their ratings at any point on a scale that 
was descriptively captioned to indicate an ascending degree 
of seriousness, from minimal concern on the part of the rater 
to judgment of the problem as a grave one. The calibrated 
rule contained twenty equal divisions, to facilitate statistical 
treatment of the data obtained. 

One questionnaire—F'orm A—was administered to teachers, 
with a set of directions for completing it. This form dupli- 
cated in every respect the one completed by the teachers 
in Wickman’s original study. A second questionnaire— 
Form C—was rated by the mental hygienists who codperated 
in the study, duplicating the one submitted by Wickman to 
his group of mental-hygiene experts. The mental hygienists 
were furnished with their own set of directions and conditions 
under which they were to rate the various problems. These 
were different from those given the teachers. A third ques- 
tionnaire—Form B—was administered to the same teachers 
who had completed Form A. In this form the directions and 
conditions for rating were the same as those under which 
the mental hygienists had made their ratings on the 50 
problems. 

A brief explanation may be in order as to how the directions 
and conditions for rating differed for the various forms. The 
conditions for rating the behavior problems on Form A 
included a time limit, and the directions were worded with 
the aim of obtaining the rater’s immediate impression and, 
perhaps, emotional reaction to a current situation. On Forms 
B and C, which were identical, there was no time limit for 
completing the ratings and the wording of the directions was 
aimed at getting the raters’ intellectualized attitude toward 
a problem, not as to its effect at the moment, but as to how 
they thought it would affect a child’s future development. 
This modification of Wickman’s procedure was made to meet 
criticisms of his findings growing out of the lack of uniformity 
in the directions and conditions for the rating of the scale by 
teachers and by mental hygienists. In brief, an attempt was 
niade to find out whether the teachers’ ratings differed when 
they used the two different sets of directions and conditions. 
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The 481 male and female elementary-school teachers who 
codperated in the study were chosen as a representative 
sample of teachers from all parts of the country, teaching 
pupils of various racial extraction and socio-economic 
status, in rural and urban schools, with a variety of educa- 
tional philosophies. The 70 mental hygienists participating 
included psychiatrists, psychologists, and psychiatric social 
workers on the staffs of thirteen child-guidance clinics 
throughout the country. The over-all sampling closely 
approximated the one used by Wickman. 

When the data were collected and evaluated, the rela- 
tionship between the rating of the 50 problems of child 
behavior by the teachers of Form A and by the mental 
hygienists on Form C was recorded as shown in Table I. 
Table II shows a rank-order comparison of to-day’s teachers’ 
ratings (Form B) and those of the mental hygienists when 
both groups were using identical questionnaires. 


TaBLE I—A RaNK-OrDER COMPARISON OF THE RATINGS BY TO-DAY’s 
TEACHERS (ForM A) AND MENTAL HYGIENISTS OF THE RELATIVE 
SERIOUSNESS OF 50 BEHAVIOR PROBLEMS OF CHILDREN 


Mental Hygienists 


Unsocial, withdrawing 
Unhappy, depressed 
Fearfulness 
Suspiciousness 
Cruelty, bullying 
Shyness 

Enuresis 


Teachers (Form A) 
Stealing 
. Cruelty, bullying 
. Heterosexual activity 
Truancy 
Unhappy, depressed 
Impertinence, defiance 
. Destroying school material 


WON A Mh w te 


. Unreliableness 
. Untruthfulness 


. Disobedience 

. Resentfulness 

. Temper tantrums 

. Unsocial, withdrawing 
. Obscene notes, talk 


. Nervousness 


. Cheating 


. Selfishness 

. Quarrelsomeness 

. Domineering 

. Lack of interest in work 
. Impudence, rudeness 

. Easily discouraged 

. Suggestible 

. Fearfulness 


Resentfulness 

Stealing 

Sensitiveness 
Dreaminess 

Nervousness 

Suggestible 

Overeritical of others 
Easily discouraged 
Temper tantrums 
Domineering 

Truancy 

Physical coward 
Untruthfulness 
Unreliableness 
Destroying school materials 
Sullenness 

Lack of interest in work 
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Teachers (Form A) 


. Enuresis 

. Masturbation 

. Laziness 

. Inattention 

. Disorderliness in class 
. Sullenness 

. Physical coward 

. Overcritical of others 
. Sensitiveness 

. Carelessness in work 
. Shyness 

. Buspiciousness 

. Smoking 


. Stubbornness 


. Dreaminess 
. Profanity 
. Attracting attention 


. Slovenly in personal appearance 


. Restlessness 
. Tardiness 
. Thoughtlessness 


. Tattling 
. Inquisitiveness 
. Interrupting 


. Imaginative lying 
. Whispering 


Mental Hygienists 


Cheating 

Selfishness 
Quarrelsomeness 
Heterosexual activity 
Restlessness 
Inattention 
Impertinence, defiance 
Slovenly in personal appearance 
Tattling 

Obscene notes, talk 
Laziness 
Stubbornness 
Attracting attention 
Thoughtlessness 
Imaginative lying 
Disobedience 
Carelessness in work 
Masturbation 
Impudence, rudeness 
Inquisitiveness 
Disorderliness in class 
Tardiness 
Interrupting 
Profanity 

Smoking 

Whispering 


TaBLe II.—A RANK-ORDER COMPARISON OF THE RATINGS BY TO-DAY’S 
TEACHERS (ForM B) AND MENTAL HYGIENISTS OF THE RELATIVE 
SERIOUSNESS OF 50 BEHAVIOR PROBLEMS OF CHILDREN 


CONAAP & DH! 


Teachers (Form B) 


. Unreliableness 


Stealing 


. Unhappy, depressed 
. Cruelty, bullying 


Untruthfulness 


. Unsocial, withdrawing 
. Truancy 

. Impertinence, defiance 
. Cheating 

. Easily discouraged 

. Resentfulness 


. Destroying school material 


. Suggestible 

. Heterosexual activity 
. Domineering 

. Temper tantrums 

. Selfishness 

. Nervousness 


Mental Hygienists 


Unsocial, withdrawing 
Unhappy, depressed 
Fearfulness 
Suspiciousness 
Cruelty, bullying 
Shyness 

Enuresis 
Resentfulness 
Stealing 
Sensitiveness 
Dreaminess 
Nervousness 
Suggestible 
Overcritical of others 
Easily discouraged 
Temper tantrums 
Domineering 
Truancy 





BEHAVIOR PROBLEMS OF CHILDREN 
TABLE I1—Continued 


Teachers (Form B) 


. Disobedience 
. Laziness 


. Impudence, rudeness 


. Lack of interest in work 
. Fearfulness 

. Sensitiveness 

. Carelessness in work 

. Masturbation 

. Overeritical of others 


. Quarrelsomeness 
. Obscene notes, talk 


. Enuresis 


. Slovenly in personal appearance 


. Sullenness 


. Physical coward 
. Shyness 
. Suspiciousness 


. Inattention 

. Stubbornness 

. Tardiness 

. Disorderliness in class 
. Dreaminess 


. Thoughtlessness 

. Profanity 

. Attracting attention 
. Inquisitiveness 


. Restlessness 


. Imaginative lying 
. Tattling 

. Interrupting 

. Smoking 

. Whispering 


Mental Hygienists 


Physical coward 
Untruthfulness 
Unreliableness 
Destroying school material 
Sullenness 

Lack of interest in work 
Cheating 

Selfishness 
Quarrelsomeness 
Heterosexual activity 
Restlessness 
Inattention 
Impertinence, defiance 
Tattling 

Slovenly in personal appearance 
Obscene notes, talk 
Laziness 
Stubbornness 
Attracting attention 
Thoughtlessness 
Imaginative lying 
Disobedience 
Carelessness in work 
Masturbation 
Impudence, rudeness 
Inqujsitiveness 
Disorderliness in class 
Tardiness 
Interrupting 
Profanity 

Smoking 

Whispering 





The results both of inspection and of statistical treatment 
showed that to-day’s teachers, psychologists, psychiatrists, 
and psychiatric social workers were in much closer agree- 
ment as to the seriousness of certain problems of children’s 
behavior than they were twenty-five years ago. This appears 
in our first comparison, Table I, in which we used Wickman’s 
procedure of furnishing the teachers and the mental hygien- 
ists each with their own set of directions and conditions for 
rating the behavior problems; and an even greater similarity 
in attitude is found when both groups were given the same 
directions and conditions for rating. 

The data on the ratings by teachers and by mental hygien- 
ists were organized to appraise the agreement of these two 
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groups of people who are concerned with child behavior and 
mental hygiene. This was done by three methods of exam- 
ination. First, we considered the relative position, in the 
rank-order arrangement as to seriousness, assigned respec- 
tively by the teachers and the mental hygienists of to-day to 
the various problems of children’s behavior. Little in the 
way of agreement seems apparent in an examination of 
Table I. No item of behavior in the teachers’ column is in 
juxtaposition with the same item in the mental hygienists’ 
column. Of the ten problems rated the most serious by the 
teachers, and, therefore, appearing as the first ten in the rank- 
order arrangement, only two are found in the ten rated most 
serious by the mental hygienists. At the other end of the 
rank-order arrangement of the problems, of the ten rated least 
serious by the teachers, only four are found in the last ten 
positions in the rating by the mental hygienists. 

Further examination of the problems ranked in order of 
seriousness by the teachers and the mental hygienists reveals 
that the most marked differences in the ratings are in the 
following behavior items: 

Disobedience ' Smoking 

Impudence, rudeness Masturbation 
Impertinence, defiance Heterosexual activity 
Disorderliness in class Obscene notes, talk 
Profanity Unsocial, withdrawing 

It would appear that these problems, all of which seem to 
represent an objective type of behavior, might be thought of 
as problems that outrage the teachers’ moral sensitivities and 
authority, or that frustrate their immediate teaching pur- 
poses. According to the ratings by the mental hygienists, 
however, only the ‘‘unsocial, withdrawing’’ behavior could, 
with reasonable certainty, be considered as representing a 
serious future to the school child’s stability. 

Since this first appraisal of the relative seriousness 
assigned to the behavior problems of children by the two 
groups did not seem to be too productive, an examination of 
the data in a more precise fashion was made. 

An evaluation for agreement or disagreement between the 
teachers and the mental hygienists was made by examining 
the means of their ratings on the same items of problem 
behavior for statistically significant differences. This tech- 
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nique revealed that to-day’s teachers and mental hygienists 
were in substantial agreement as to the importance of the 
following behavior problems of children: 


Resentfulness Physical coward 
Nervousness Restlessness 
Domineering Imaginative lying 
Easily discouraged Thoughtlessness 
Suggestible Lying 

Sullenness 


In Wickman’s original group of teachers and mental 
hygienists, only two problems, ‘‘cruelty’’ and ‘‘temper tan- 
trums,’’ were assigned about the same degree of seriousness 
by the clinicians and by the teachers. Of the eleven items 
about which the mental hygienists and teachers now find them- 
selves in agreement, in Wickman’s study there was complete 
disagreement as to the seriousness of ‘‘resentfulness,’’ 
‘‘easily discouraged,’’ ‘‘suggestible,’’ ‘‘physical coward,’’ 
‘imaginative lying,’’ and ‘‘domineering.’’ All of these prob- 
lems, with the exception of ‘‘lying’’ and ‘‘thoughtlessness,’’ 
were characterized by Wickman as ‘‘problems describing the 
withdrawing, recessive personality and behavior traits’’? or 
as ‘‘extravagant, overdetermined personality and behavior 
traits.’’? 

The behavior problems that the clinicians rated as more 
serious than did the teachers include:, 

Unhappy, depressed Overcritical of others 
Unsocial, withdrawing Sensitiveness 
Fearfulness Shyness 


Enuresis Suspiciousness 
Dreaminess 


Again it would appear that overt, objective behavior is 
rated as more serious by the teachers, and a subjective type 
of behavior by the mental hygienists. However, more agree- 
ment between the two groups than was found in Wickman’s 
original inquiry seems clearly to emerge. 

In a third method of evaluation correlations were obtained 
by arranging the means of the ratings by the mental hygien- 
ists of the respective behavior problems of children in order 
of seriousness from the highest to the lowest, and listing oppo- 


1See Wickman, op. cit., p. 126. 
2 Idem, p. 128. 
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site the corresponding values for these behaviors as judged 
by the teachers. The matched means were then converted 
into ranks, which in turn were converted into per-cent posi- 
tions. The per-cent positions were changed to ‘‘scores’’ by 
the use of Hull’s table. In computing the coefficient of cor- 
relation between the above matched scores, Pearson’s prod- 
uct-moment formula was employed. 

Wickman reported a coefficient of correlation of minus .11 
between the rank-order arrangements as to seriousness of 
the problems of child behavior as rated by the mental hygien- 
ists and by the teachers. In the present study a coefficient 
of correlation of plus .52 was secured when Wickman’s orig- 
inal procedure was duplicated (teachers’ Form A and mental 
hygienists’ Form C), and a coefficient of correlation of plus 
.61 was obtained when Wickman’s procedure was modified to 
provide both groups with the same directions and conditions 
for rating the problems (teachers’ Form B and mental 
hygienists’ Form C). 

In a comparison of the ratings by to-day’s teachers and 
by the teachers of twenty-five years ago, shown in Table ITI, 
it was found that problems relating to honesty, sex, truancy, 
and to classroom order and application to school tasks are 
rated among the most serious of the 50 problems of behavior 
by to-day’s teachers, as they were by the teachers of Wick- 
man’s study. However, several of the problems concerned 
with withdrawing, recessive personality traits—i.e., unhappi- 
ness,-depression, unsociability, and withdrawing—have moved 
toward the top of the list as rated by to-day’s teachers. 
Masturbation has dropped sharply in the teachers’ estimation 
as a serious behavior problem. Interesting changes in posi- 
tion downward as to seriousness are those of smoking and 
profanity, in which there were striking shifts in position. 

On the ratings for obscene notes, masturbation, and hetero- 
sexual activity there were large standard deviations of the 
means, indicating considerable variance of opinion among 
to-day’s teachers as to the seriousness or importance of these 
three problems. Wickman’s teachers had disagreed most 
markedly on ‘‘smoking’’ and ‘‘nervousness,’’ as judged by 
the size of the standard deviations. 
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TaBLeE IIJ.—A COMPARISON OF THE RANK-ORDER ARRANGEMENT OF 50 
BEHAVIOR PROBLEMS OF CHILDREN AS RATED BY 481 OF 
To-pDaAY’s TEACHERS (ForM A) AND 511 TEACHERS 
In E. K. WiokMAn’s STUDY 


Wickman’s Study 


. Heterosexual activity 


Stealing 
Masturbation 
Obscene notes, talk 


. Untruthfulness 


Truancy 
Impertinence, defiance 


. Cruelty, bullying 

. Cheating 

. Destroying school material 
. Disobedience 

. Unreliableness 

. Temper tantrums 

. Lack of interest in work 
. Profanity 

. Impudence, rudeness 

. Laziness 

. Smoking 

. Enuresis 

. Nervousness 

. Disorderliness in class 
. Unhappy, depressed 

. Easily discouraged 

. Selfishness 

. Carelessness in work 

. Inattention 

. Quarrelsomeness 

. Suggestible 

. Resentfulness 

. Tardiness 

. Physical coward 

. Stubbornness 

. Domineering 

. BSlovenly in personal appearance 
. Sullenness 

. Fearfulness 

. Suspiciousness 

. Thoughtlessness 

. Attracting attention 

. Unsocial, withdrawing 
. Dreaminess 

. Imaginative lying 

. Interrupting 

. Inquisitiveness 

. Overcritical of others 
. Tattling 


Present Study 


Stealing 

Cruelty, bullying 
Heterosexual activity 
Truancy 

Unhappy, depressed 
Impertinence, defiance 
Destroying school material 
Unreliableness 
Untruthfulness 
Disobedience 
Resentfulness 

Temper tantrums 
Unsocial, withdrawing 
Obscene notes, talk 
Nervousness 

Cheating 

Selfishness 
Quarrelsomeness 
Domineering 

Lack of interest in work 
Impudence, rudeness 
Easily discouraged 
Suggestible 
Fearfulness 

Enuresis 
Masturbation 
Laziness 

Inattention 
Disorderliness in class 
Sullenness 

Physical coward 
Overcritical of others 
Sensitiveness 
Carelessness in work 
Shyness 
Suspiciousness 
Smoking 
Stubbornness 
Dreaminess 

Profanity 

Attracting attention 
Slovenly in personal appearance 
Restlessness 

Tardiness 
Thoughtlessness 
Tattling 











MENTAL HYGIENE 
TaBLe IlI—Continued 


Wickman’s Study Present Study 


. Whispering Inquisitiveness 

. Sensitiveness Interrupting 

. Restlessness Imaginative lying 
. Shyness Whispering 


A separate evaluation of the ratings of the male elemen- 
tary-school teachers was made. When the ratings of the male 
teachers were matched against those of the entire group, 
including these male teachers, no item was rated by the male 
teachers as being more serious than by the entire group of 
teachers. However, the following behavior problems were 
rated as less serious or less undesirable: 

Heterosexual activity Impertinence, defiance 
Masturbation Unreliableness 


Physical coward Disobedience 
Smoking Temper tantrums 


This may indicate that there are measurable sex differences 
between male and female teachers in attitude toward certain 
problems of behavior. 

It was discovered that while teachers have changed their 
attitudes toward the behavior problems of children in the 
past twenty-five years, there has been little change in the 
attitude of mental hygienists, as shown in Table IV. The 
change, however, can best be determined by examining the 
statistical significance of the difference of the means of the 
ratings of the two groups of clinicians. When this was done, 
it was found that the psychiatrists, psychologists, and psychi- 
atric social workers of to-day’s child-guidance clinics rated 
37 of the 50 problems of child behavior exactly as had the 
mental hygienists of twenty-five years ago. On the remaining 
13 items, there were few marked reversals of attitude or shifts 
in opinion, as measured by the evaluation of the seriousness 
or importance of certain problems. Of the 13 changes, 
Wickman’s mental hygienists rated the following problems 
of more importance than did the mental hygienists of to-day: 

Suspiciousnees Physical coward 
Resentful Sullenness 
Overcritical of dthers Selfishness 


Easily discouraged Stubbornness 
Domineering 
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Problems regarded as more serious by to-day’s clinicians 


are: 

Enuresis 

Destroying school materials 

Restlessness (overactivity) 

Disorderliness in class 

The increased importance of enuresis might possibly be 

explained upon the basis of the increased psychological sig- 
nificance attached to it as an evidence of underlying emotional 
maladjustment, rather than as a purely medical problem. It 
would seem that the problems that the mental hygienists of 
twenty-five years ago found more important than do those of 
to-day largely represent subjective behavior. Behavior that 
the present-day group thought more important than did the 
group of twenty-five years ago would seem to represent objec- 
tive behavior. The coefficient of correlation between the 
rating by the mental hygienists in Wickman’s study and those 
in the present study was found to be a plus .87. 


TaBLe IV.—A RANK-ORDER COMPARISON OF THE RATINGS BY THE MENTAL 
HYGIENISTS OF WICKMAN’S STUDY AND THOSE OF THE 
PRESENT STUDY ON THE RELATIVE SERIOUSNESS OF 
50 BEHAVIOR PROBLEMS OF CHILDREN 


Wickman’s Study 


Unsocial, withdrawing 
. Suspiciousness 
Unhappy, depressed 
Resentfulness 
Fearfulness 
Cruelty, bullying 
Easily discouraged 
. Suggestible 

. Overcritical of others 
. Sensitiveness 

- Domineering 

. Sullenness 

. Stealing 

. Shyness 

. Physical coward 

. Selfishness 

. Temper tantrums 

. Dreaminess 

. Nervousness 

. Stubbornness 

- Unreliableness 

. Truancy 

. Untruthfulness 


NS Om we Po 


Present S tudy 


Unsocial, withdrawing 
Unhappy, depressed 
Fearfulness 
Suspiciousness 
Cruelty, bullying 
Shyness 

Enuresis 
Resentfulness 
Stealing 
Sensitiveness 
Dreaminess 
Nervousness 
Suggestible 
Overcritical of others 
Easily discouraged 
Temper tantrums 
Domineering 
Truancy 

Physical coward 
Untruthfulness 
Unreliableness 
Destroying school materials 
Sullenness 








MENTAL HYGIENE 
TABLE I1V—Continued 


Wickman’s Study 


. Cheating 
. Heterosexual activity 
. Lack of interest in work 


. Enuresis 


. Obscene notes, talk 
. Tattling 

. Attracting attention 
. Quarrelsomeness 

. Imaginative lying 

. Impudence, rudeness 


. Inattention 


. Slovenly in personal appearance 


. Laziness 


. Impertinence, defiance 


. Carelessness in work 


. Thoughtlessness 


. Restlessness 
. Masturbation 
. Disobedience 
. Tardiness 


. Inquisitiveness 
. Destroying school materials 


. Disorderliness in class 


. Profanity 


. Interrupting 
. Smoking 


.. Whispering 


Present Study 


Lack of interest in work 
Cheating 

Selfishness 
Quarrelsomeness 
Heterosexual activity 
Restlessness 
Inattention 
Impertinence, defiance 
Slovenly in personal appearance 
Tattling 

Obscene notes, talk 
Laziness 

Stubbornness 
Attracting attention 
Thoughtlessness 
Imaginative lying 
Disobedience 
Carelessness in work 
Masturbation 
Impudence, rudeness 
Inquisitiveness 
Disorderliness in class 
Tardiness 
Interrupting 
Profanity 

Smoking 

Whispering 





To determine whether to-day’s teachers were confronted 
with any new behavior problems of children, other than those 
reported by the teachers of twenty-five years ago, 232 of 
to-day’s teachers, of all grades, were asked to report and rate 
the undesirable behavior of their pupils. The only new prob- 
lems of behavior were ‘‘reading comic books’’ and ‘‘watching 
television.’’ When teachers were asked to evaluate the prob- 
lems they had listed as to seriousness or importance, it was 
found that their ratings of the problems were uniformly 
similar to the rating of the same problems supplied by the 
investigator. 

The majority of the items listed by teachers as undesirable 
represented what children do rather than what they fail to do. 
In analyzing the lists of problems, it would seem that the 
behavior-problem child in school is still, as he was twenty-five 
years ago, identified chiefly by annoying, disorderly, irre- 
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sponsible, aggressive, untruthful, and disobedient behavior. 
Teachers of to-day, however, are not so oblivious to behavior 
indicative of social and emotional maladjustment as were 
those reported in Wickman’s inquiry. 

All the evidence would seem clearly to indicate that the 
passage of years has brought changes in teachers’ recog- 
nition, understanding, and practice in the area of the mental 
hygiene of the social child. The teachers’ changed attitudes 
might be attributed to a change in the total social and, in 
particular, school situation as it exists to-day. If we accept 
the judgment of the psychologists, psychiatrists, and psychi- 
atric social workers as an adequate criterion, we can authori- 
tatively say that teachers have grown in their knowledge of 
how the school child develops and behaves. 

While we may be gratified by the increased degree of simi- 
larity in attitude toward the behavior problems of children 
by the teachers and clinicians of to-day, we cannot ignore the 
fact that a difference still does exist. In comparing the atti- 
tudes of the mental hygienists and the teachers, one must 
recognize the differences in professional interests. The 
psychologist, the psychiatrist, and the psychiatric social 
worker are interested solely in the social and emotional 
adjustment of the individual child. Society has caused the 
chief interest of the teacher to be the educational achievement 
of the child. Does the public think that the teacher’s job is 
that of a social engineer, engaged in promoting the all-round 
growth and development of pupils, or that of a filling-station 
attendant whose job it is to fill the tank in the child’s mind 
with subject matter? All persons connected with schools 
know that children are sent to school to be ‘‘educated.”’ 
Social pressures seem to operate to the disadvantage rather 
than the welfare of the child. The teacher cannot escape this 
pressure in determining his or her chief interest; and it is 
important to remember that no such pressure is brought to 
bear upon the psychologist, the psychiatrist, or the psychiatric 
social worker, who usually works in the seclusion of his office, 
isolated from the many potent and influential forces of the 
community. 

In interpreting the comparative ratings in a study of this 
sort, it should be remembered that the teachers, in rating 
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behavior items like ‘‘masturbation’’ and ‘‘truancy,’’ were 
probably making their evaluations, particularly on our 
Form A of the rating scale, in terms of a larger perspective 
than the more restricted professional horizon of clinicians. 
Teachers are undoubtedly aware of the dire consequences for 
the child, the school, and the teacher if community opinion 
is outraged by a violation of conventional sexual taboos. 
Similarly, their concern about truancy is understandable. 
How can you reach the goals of education, largely community 
prescribed, if the pupils fail to attend classes? 

In assessing the total picture of the attitudes of teachers 
and those of mental hygienists toward the behavior problems 
of children, one cannot but wonder if there are not in conven- 
tional school practices certain things that aggravate and 
promote the development of behavior problems. It would 
appear that our present tradition-bound school, with its regi- 
mentation and its regimented teachers, of necessity fosters 
behavior that is pathological from a mental-hygiene point of 
view. If this is true, who is to accept the responsibility for 
the teacher’s attitude? The teachers in question make the 
natural mistake—owing, no doubt, to practical schoolroom 
conditions—of evaluating children’s behavior in terms of 
good order and recognition of authority. On the other hand, 
the psychologist, the psychiatrist, and the psychiatric social 
worker think in terms of the effects of behavior in the long 
run. Teachers are expected to maintain reasonable order, 
and in doing this, at times make the mistake, from a mental- 
hygiene point of view, of favoring .withdrawing behavior and 
ruthlessly suppressing overtly aggressive (symptomatic) 
behavior without thought of the consequences thereof. 

Are the differences between the attitudes of teachers and 
mental hygienists toward certain problems of children due to 
social pressure rather than to a wide gulf between them in 
knowledge of the principles of mental hygiene and under- 
standing of the child’s welfare? 

Considerable emphasis has been placed by Wickman and 
other investigators in similar areas upon the amount and 
significance of the disagreement between teachers and clini- 
cians as to the importance of the’symptoms of ‘‘shyness,’’ 
‘*sensitiveness,’’ ‘‘unsocial,’’ and other withdrawing behavior 
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in children, but the trend, the data would tend to indicate, is 
in the direction of eventual agreement or similarity of atti- 
tudes in the two professional groups. This, by the way, is 
not to imply that all shy, unsocial, sensitive, withdrawn chil- 
dren are of necessity headed for the neuropsychiatric hospital. 

Certain implications for teacher-training institutions would 
seem to grow out of the findings of a study of this nature. 
The increased emphasis upon an understanding of child 
growth and development on the part of these institutions has 
undoubtedly been reflected in the changing attitudes of 
teachers. However, an increased fusion of the twin dis- 
ciplines of education and psychology in the training courses 
of prospective teachers might conceivably increase their 
over-all knowledge and understanding of the physical, mental, 
social, and emotional life of the child. 

There must be continued instruction of the teacher in the 
dynamics of child behavior. New knowledge must continu- 
ously be made a part of the teacher’s understanding and 
approach to the child. Some teachers undoubtedly will need 
reéducation and eradication of fixed attitudes in regard to the 
emotional and experiential factors that produce behavior 
problems in children. 

The public—and parents in particular—must be reoriented, 
where necessary, as to the rdle of the school and the teacher 
in the education of children and they must constantly be given 
information to assist them in understanding what could and 
should be accomplished in the best interests of the child. 

Psychologists, psychiatrists, psychiatric social workers, and 
teachers need to exchange ideas and experiences in regard to 
the behavior probiems of children. It would appear that these 
professional people have much to offer one another, and from 
their mutually increased knowledge would come marked 
advances toward the goal of complete understanding of the 
child. Continued and codperative research in the multiple 
issues of child behavior is important. If education for life 
is to become a meaningful concept, we will need to know more 
about and constantly to investigate the social and emotional 
dynamics of behavior as well as the intellectual development 
of the child. 

















PSYCHIATRIC SOCIAL WORK IN A 
MEDICAL SCHOOL * 


ROSE ©. THOMAS 


Psychiatric Social Worker, Howard University College of Medicine, 
Washington, D.C. 


sc addition of psychiatric social work to the teaching 
program of Howard University’s College of Medicine was 
the result of a conviction expressed to a key official by 
Dr. E. Y. Williams, chief of the college’s division of neuro- 
psychiatry: ‘‘I am convinced that we need to know more 
about social factors related to illness.’’ 

This led to an application to the National Institute of 
Mental Health, United States Public Health Service, for funds 
to cover the employment of a psychiatric social worker, and 
in 1948 these funds were appropriated. Prior to that time 
the work of the division of neuropsychiatry had been seriously 
hampered by budgetary limitations. Now sufficient funds 
were available to expand the service and teaching program 
to a point where its influence is felt throughout the entire 
medical training period. 

Howard University was founded by an Act of Congress 
shortly after the War Between the States. ‘‘In 1869, the 
organization of the School of Medicine, then designated as the 
Medical Department, was authorized. . . . In 1892, the Medi- 
cal College became a charter member of the Association of 
American Medical Colleges. . . . The Medical Unit is com- 
posed of the College of Medicine, Dentistry and Pharmacy, 
and the Freedmen’s Hospital. The Hospital, which is owned 
and maintained by the Federal Government ... is on the 
University grounds. . . . Freedmen’s Hospital is a general 
hospital with a capacity of 533 beds. ... Members of the 
Faculty of the School of Medicine compose the professional 
staff of the Hospital and are responsible for the care of all 
patients in the Hospital and for the teaching program of the 

*The opinions expressed in this article are those of the writer and do not 
necessarily represent the opinions or policy of the Howard University College of 


Medicine. 
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University in the Hospital.’”?? The enrollment of students 
for the year 1949-50 was 284. 

Dr. E. Y. Williams, a diplomate of the American Board 
of Neurology and Psychiatry, has been chief of the college’s 
division of neuropsychiatry for the past eleven years. During 
the summer of 1949, the work of the division was completely 
reorganized. The new program included courses in psychia- 
try from the freshman through the senior year; an increase in 
neuropsychiatric clock hours from 167 to 279; the inclusion 
of extramural psychiatric activities in the program of the 
psychiatric social worker; and the strengthening of the per- 
sonnel of the division by the addition of two full-time psy- 
chiatrists, one psychiatric social worker, and one part-time 
clinical psychologist. 

Prior to the completion of the new program, Dr. Williams 
visited several of the better known teaching centers to study 
their neuropsychiatric curricula and the methodology and 
personnel used to translate psychiatric concepts into psychi- 
atric practice.? The conviction that ‘‘we need to know more 
about social factors related to illness’? was strengthened by 
this first-hand view of the arts of medicine, psychology, and 
social work applied toward a common goal—the relief of 
human suffering. 

The teaching program of the division of neuropsychiatry 
has three main objectives: (1) ‘‘to show the value of neuro- 
psychiatry in everyday needs of the general practitioner and 
to stress its value in all branches of medicine’’; (2) to 
strengthen the preventive phase of mental, emotional, and 
social disorders’’; and (3) ‘‘to stress the psychosomatic 
concept.’ ® 

Social work, in its broader aspects, was included in this 
philosophy. The plan of operation was sufficiently elastic. 
to include social-work services or teaching or both, depending 
upon the skills and abilities of the worker selected for the 
post. To insure sound, practical social-work teaching, an 
adequate period (one trimester) was allowed for the worker’s 

1 From the catalogue of Howard University College of Medicine, 1949. 

2See his Report of Studies Carried Out in June 1949 at the University of 


Illinois, University of Buffalo, Western Reserve, and University of Rochester. 
8 Ibid. 
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orientation to staff, students, setting, and course content, the 
latter to be obtained by class attendance. 

The recommendation for the employment of a social worker 
by the college of medicine included this description of func- 
tions: (1) ‘‘to help students secure adequate data to make 
better diagnoses’’; (2) ‘‘to help in the development of greater 
social consciousness in students by calling attention to the 
many problems in home situations directly, but more often 
indirectly, related to illness’’; (3) ‘‘to bring to the attention 
of students the various social agencies in the community with 
which they may coédperate as physicians’’; and (4) ‘‘to assist 
and direct students in home visits.’’? 

With these objectives in mind, the division sought a worker 
with sufficient experience to participate in devising methods 
of teaching, to aid in developing course content and achieving 
the social objectives of mental health. 

The present writer came to the college in October, 1949. 
Her previous experience as a practitioner and administrator 
had been in the fields of foster care, mental health, and juve- 
nile delinquency. Experience with students had been obtained 
as a lecturer (at Howard) and as field-work supervisor in 
various schools of social work (New York, Atlanta, Catholic, 
and Howard). 

The worker spent the first trimester familiarizing herself 
with all the courses in psychiatry. She observed and partici- 
pated in formal group discussions and on ward rounds. She 
was available to staff and students on the wards and in the 
adult and children’s clinics for consultation and interpreta- 
tion of social incapacity. This plan proved to be a mutually 
beneficial one for better professional understanding between 
the two disciplines. 

The worker’s formal activity with junior and senior medical 
students began in the second trimester. The staff of the 
division felt that it was important for the students to learn 
early in their clinical years that the patient seeking medical 
attention is the sum total of his physical, emotional, and social 
experience. To insure the inclusion of social-work concepts 
and knowledge of the social milieu in the treatment of patients, 
the social worker participated in all psychiatric training of 


1 Ibid. 
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junior students. She presented the case material in the lec- 
ture course on psychoneuroses. The purpose of the psycho- 
somatic clerkship (67 hours—two and a half weeks) required 
of all juniors is to (1) create an awareness of emotional 
problems in organic illness, through the teaching of psycho- 
genic factors in relation to the etiology of organic illness; 
(2) develop interviewing techniques; and (3) present to the 
students a skill beyond chemical therapeutics, pertaining to 
the medical arts, which can be utilized beyond the clinical 
years. 

It is felt that this clerkship is helpful also in the handling 
in a controlled fashion of anxieties that the students have in 
many areas of history-taking. 

The desire to develop well-rounded clinical investigators 
rather than limited technical clinicians permitted the social 
worker to contribute to the students’ learning experience by 
participation in the clerkship seminars, which are conducted 
by three psychiatric consultants. Here the worker points up 
cultural, economic, and social factors related to illness and 
their effect on the hospitalization of the patient and his 
family ; the effect of these factors on the course of the disease; 
their meaning and significance to the patient and to his 
family; and their effect on the community.’ 

A secondary gain that was the outgrowth of the social 
worker’s participation and collaboration with each consultant 
was the sense of continuity between sessions felt by instructors 
and students, an intermediary factor between consultants. A 
sense of continuity was felt also by students and patients, as 
a worker linked the termination of a patient’s relationship 
with one student with the beginning of his relationship with 
another, in selected situations in which student ‘‘treatment’’ 
was continued. 

Junior students are required to interview a resident of a 
social institution, in addition to studying three patients on 
general wards while on the neuropsychiatric service. The 
social worker plans these visits and evaluates the written 
reports. In preparation for the supervised visits to insti- 

1 See ‘‘The Contribution of the Social Worker to the Teaching of Medical Stu- 


dents,’’ by Melly Simon. Journal of the American Association of Psychiatric 
Social Workers, Vol. 16, pp. 67-74, Winter, 1946-47. 
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tutions, four of the 67 clerkship hours are devoted to a 
discussion of (1) the purpose and program of the selected 
institution; (2) dynamics useful in the conduct of an initial 
interview with a ‘‘well’’ patient whose ‘‘illness’’ is of social 
origin; (3) the importance of knowledge of family attitudes 
in a psychiatric evaluation; and (4) the clinic-team approach 
to the study of mental illness. 

Many patients treated in Freedmen’s Hospital are clients 
of social agencies. The worker makes use of the student’s 
specific interest in his patient to acquaint him with the pur- 
pose and the function of the given social agency. Specific 
rather than general social-work information seemed to take 
on a deeper significance to the clinician. We believe that our 
focus on social work prepares students to appreciate the team 
concept by the time they reach the senior year. 

Seniors, assigned for a two-and-a-half-week psychiatric 
clerkship carry a work load of three cases in residence and 
visit the home of one of these patients and interview out- 
patients in the adult clinics (bi-weekly). They do not work 
in the children’s clinic. The worker’s teaching responsibility 
to seniors includes the following: 

1. Individual consultations regarding history-taking tech- 
niques on the wards and in the clinics. The worker’s assist- 
ance is sought on occasions, when interviewers need help in 
establishing rapport with their patients. This positive use 
of the social worker by medical students strengthens the 
worker’s belief in two basic social-work concepts—namely, 
(a) that ‘‘a common purpose which makes for mutual trust 
and responsiveness is a fundamental of skillful interviewing; 
and (b) that a powerful factor in developing the relationship 
is a better understanding by the patient of the interviewer’s 
ability and desire to help him.’’? 

2. Joint interviews were used periodically to compare the 
findings of students and worker as reflected in the recorded 
history. This type of interviewing pointed up the fact that, 
while not the sole province of the social worker, interviewing 
is a central tool in social case study. To quote Gordon 
Hamilton, ‘‘In social work, interviewing, together with 


1See Military Psychiatric Social Work.. TM 8-241, Department of the Army, 
March, 1950. p. 24. 
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observation, must be relied upon to provide our most signifi- 


cant case data.’’? Joint interviewing served also to demon- 


strate to students that the tempo of interviews could not be 
forced; and, further, that a clear understanding by the patient 
of the reasons for giving the history made him free to partici- 
pate in the process. 

3. Senior students are required to visit the home of one of 
their three patients, for the purpose of evaluating family 
attitudes and the social environment in which the patient 
suffered and in which he must recover. To prepare students 
for interviews with relatives in their home environment, two 
hours of the clerkship are used for discussion of the reasons 
for assigning the particular home situation for evaluation. 
Leads for these discussions are obtained by the worker from 
a study of the history, particularly from the face sheet. 
Seeing the patient in his setting usually makes an indelible 
impression; the patient becomes a human as well as a medical 
problem. A home visit may demonstrate integration in 
medical practice; the student may learn the relationship of 
social work to good medical practice. In the next school year, 
we plan to include joint visits with students, to compare the 
impressions obtained by the social worker with those of the 
medical student. Home visits should serve also to enable 
students to discuss the broad social aspects of medical care. 

Work with juniors and seniors, as described above, was 
continued in the third trimester, and the same plan will be 
used next year. The results of the work at the individual and 
group level in the clinical years led to the decision by the chief 
of the division to include permanently in the last trimester 
of the sophomore year three lectures by the social worker 
to prepare students for careful, purposeful history-taking, 
before beginning the clinical experience. These one-hour 
lectures covered: (1) case-work methods of understanding 
that are useful tools in interviewing; (2) case-work techniques 
in interviewing; and (3)charting social functioning through 
the mastery of outlines for history. 

In his article, Some Objectives in Training for Psychiatric 


1See Theory and Practice of Social Case Work, by Gordon Hamilton. New 
York: Columbia University Press, 1946, p. 89. 
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Social Work, Milton Wittman wrote, ‘‘Integration of social 
case-work treatment into psychiatric treatment comes through 
administrative planning.’’ Integration of social case-work 
teaching into psychiatric teaching also comes through admin- 
istrative planning. The action of the college in adding a 
social worker to the ‘‘teaching staff’’ implies its belief that 
the teaching of basic social factors in illness can best be taught 
by a social worker, whose training includes knowledge both of 
the person and of the situation in which he acts.? It implies 
also that medical students need to be increasingly aware of 
the relationship of social adversity and social incapacity to 
emotional illness. 

The employment of a social worker to teach medical stu- 
dents was not a joint undertaking of the college of medicine 
and the Freedmen’s Hospital. The teaching worker, there- 
fore, functions outside of the social-service department. This 
department has no formal teaching program for medical 
students, although it is recognized that, in rendering services 
to patients, there is an element of informal teaching and a 
degree of learning, even when the focus is on the case-worker’s 
direct service to the patient. The director of the social- 
service department and the teaching social worker are aware 
of disadvantages inherent in the complete separation of social 
work that is ‘‘patient centered’’ and social work that makes 
use of the patient to add to the learning experience of the 
medical student. Several conferences have been helpful in 
determining our mutual interests and our mutual responsi- 
bility to coérdinate the work in our own profession. I believe 
that mutual respect and recognition of our areas of service 
and function serve the cause of social work as it endeavors to 
enrich the knowledge and techniques useful to the medical 
profession. 

At the conclusion of one year, the writer feels that the 
addition of psychiatric social work to the teaching program 
of the Howard University Medical School has served: 

1. To emphasize the importance of tools relied upon so 
heavily by the profession of social work—observation and 
interviewing. 

1 Journal of Psychiatric Social Work, Vol. 17, pp. 129-33, Spring, 1948. 


2 See ‘‘Integrating Factors in Psychiatric Procedures,’’ by George H. Preston. 
MENTAL HYGIENE, Vol. 32, pp. 407-10, July, 1948. 
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2. To develop a deeper social consciousness in students 
through emphasis on the patient’s reaction to his life 
situation. } 

3. To introduce to students the relationship of various 
social agencies to good medical practice and the many factors 
that must be considered in meeting the total health needs of 
the individual. 

4. To broaden the students’ frame of reference from a 
medical to a human problem, through the technique of treating 
a patient in his home setting. 

5. To emphasize the importance of the patient’s belief in 
the interviewer’s desire to help him. 

6. To show that medicine and social work may employ 
different tools and techniques in their work to relieve human 
suffering, but that their goal is one—helping patients to live 
happily, productively, and acceptably. 
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MenraL Hyarene iw Teacuine. By Fritz Redl and William W. 
Wattenberg. New York: Harcourt, Brace, and Company, 1951. 
454 p. 


Any one who has worked with teachers, and watched them reach 
out for illumination and stabilizing support in relating their daily 
work to the welter of current psycho-educational writings, will appre- 
ciate the purpose of this book. According to its authors, it is intended 
‘*to bring to teachers some basic principles of mental hygiene as these 
relate to the work of guiding young people in school. By translating 
these understandings into practice, teachers will strengthen children 
psychologically, and thus increase their chances of becoming happy 
and effective adults. As a result, teachers will find greater satisfaction 
in their work.’’ 

This undertaking—to cover a broad range of material for a specific 
professional group—is not an easy one. It presupposes a thorough 
knowledge both of mental hygiene and of the field of the reader, the 
teaching of children. The latter includes familiarity with all the 
aspects of curricular materials and techniques, as well as with admin- 
istrative, intramural, and community relationships. The experienced 
teacher, reading this book, will find in it a wealth of important mental- 
hygiene material interestingly presented. Its strength, however, is 
greatest where its authors are most secure—in the parts that deal with 
understanding people’s psychological needs. Carrying the comparison 
over to the school material, the studies of children are less sharp and 
detailed, the classroom recommendations more tenuous. 

Mental Hygiene In Teaching is divided into five parts. Part A, 
Introduction, has two chapters. The first, Food for Thought, contains 
vignettes of eleven school situations involving problems of children, 
teachers, and administration. No attempt is made to analyze them 
at this point. The second chapter, What It Is All About, tells about 
the field of mental hygiene. 

Part B contains five excellent chapters—Behavior Mechanisms, 
Growth, Influences That Shape Lives, Some Personality Distortions, 
and Adjustment, Maturity, and Normality. Internal and external 
influences are covered thoroughly in understandable language. 

The five chapters under the heading, Classroom Applications, in 
Part C are less solid in quality and sureness. For example, there are 
educators who would argue that the opening sentence of this section— 
‘‘Schools are institutions set up by society to help the young acquire 
the skills, knowledge, and attitudes needed in adult living’’—has an 
archaic sound, insensitive to children’s present growing life needs. 

294 
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The chapter, Group Life In the Classroom, is a well-rounded discus- 
sion of group dynamics. Teachers will get valuable pointers also from 
Diagnostic Thinking in the Classroom and Influence Techniques. On 
the other hand, under the heading, The Psychological Réle of Teachers, 
a formidable mass of réles and interpretations is stacked up to burden 
the sensitive teacher. And while a variety of interpretive réles are 
relegated to the school principal, the chapter omits any mention of 
his salient réle in interpreting changing educational philosophy and 
introducing new methods. 

The book’s device of referring the reader back to reread parts of the 
first chapter for case illustrations is clumsy. It would have been more 
cogent to weave in descriptive examples where they would have suited 
the point. Teachers would also happily forego a superfluity of such 
labels as ‘‘post-situational follow-up.’’ 

Part D, Special Problems, has an opening chapter on children who 
need special help. When one considers the constantly increasing load 
of children with problems that teachers have in their classes, it is 
disappointing to find only two pages given over to a discussion of 
‘*Spotting Children Who Need Extra Help.’’ This is where teachers 
need and want assistance. There is also a lack of material on the 
children with intellectual and physical disabilities who are often seen 
in schools, 

This section includes two good chapters: Teachers’ Problems and 
Limitations of Mental Hygiene in Education. They belong here. By 
contrast, the chapter, Working With Parents, seems at least ideolog- 
ically misplaced under Special Problems. It would be more appropri- 
ate for mental hygienists, working with teachers for better teacher- 
parent codperation, to stress the normality of this relationship. 

Other points are also open to question. For example, is it advisable 
for a teacher to hold a parent conference while her class is covered 
only by a teacher next door who has a class of her own? Not all 
guidance experts would second the recommendation given to teachers 
on preparing parents for referring their child to a clinic: ‘‘ Whatever 
the situation, they should be allowed, even encouraged, to pour out 
their emotions.’’ How much of this emotion and confidence should be 
saved for the expert? Because statements in this book are initiating 
teachers into a comparatively new area, they must be especially safe 
and well thought out. 

The book has an appendix that teachers will appreciate. It contains 
a chapter on ‘‘Sources of Additional Help and Information’’ and 
another on ‘‘Meaning of Special Terms.’’ The additional readings, 
at the end of each chapter, are up-to-date and well selected. 

It is probably to be expected that a book of this breadth in a new 
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area must have a certain uneven texture. It is, nevertheless, a much- 
needed book, and its authors have, in its writing, done a service to the 
field of education. : 

Evetyn D. ADLERBLUM 


New York University, New York City 


REapDInes IN Mopern MEtHops oF CouNSELING. Edited by Arthur H. 
Brayfield. New York: Appleton-Century Crofts, 1950. 526 p. 


The constant increase in the literature of professional and technical 
fields presents a difficult problem to professional workers and an 
almost insuperable one to teachers who wish to direct their students’ 
reading to original articles. One way of making original material 
readily accessible to students is through collections of papers re- 
printed from technical journals. It is with this purpose in mind that 
Dr. Brayfield has edited this volume, which he says endeavors ‘‘to 
present a fairly systematic account of modern counseling theory, 
practice, and research as found in recent periodical literature.’’ 

Modern counseling methods, as defined in the editor’s introductory 
statement and by the papers selected, are those that emphasize the 
approach of clinical psychology. While papers are included from 
child guidance and social work, the majority are concerned’ with’ the 
counseling of college students. The forty-six papers are divided into 
six sections, dealing with clinical method, diagnosis, treatment, inter- 
viewing, and evaluation. All but three of the papers were originaily 
published in 1940 or later, in seventeen different journals and three 
books: ~ ~ 

The selections provide a wide variety of materials. Reports of 
experiments, theoretical discussions, descriptions of practice, and 
analyses of case records are all included. Fifty-three different authors 
are represented, only ten having more than one article. The papers 
were originally published from twelve different universities and 
three non-educational institutions. However, 46 per cent of the 
papers are from the University of Minnesota (where the editor 
received his Ph.D. degree) and 24 per cent from the Ohio State 
University. The editor explains this concentration by pointing out 
that these two universities are leaders in the field. Whether this 
explanation is adequate, might be questioned. Nevertheless, the 
selections are balanced and no single point of view is overweighted. 

The variety in authorship, in content, and in point of view makes 
this collection a well-rounded sample of the professional literature of 
counseling during the past decade. While the book is designed as a 
textbook for undergraduate and graduate students, its value is not so 
limited. Psychiatrists, teachers, psychologists who are not specialists 
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in clinical or guidance areas, and industrial personnel executives are 
among the professional groups who can read this collection with profit. 


C. M. Lourtir 
University of Illinois 


LEsaRNING THROUGH Discussion. By Nathaniel Cantor. Buffalo, New 
York: Human Relations for Industry, 1951. 111 p. 


Although the author states in his preface that he assumes the reader 
of this volume to be ‘‘past the early amateur stage of leading a dis- 
cussion,’’ one has difficulty in classifying this work either as elemen- 
tary or as advanced. The reader who found the author’s earlier 
Dynamics of Learning exciting and challenging will find Learning 
Through Discussion disappointing. It is more like a manual and, in 
this reviewer’s opinion, makes learning a less understandable process 
and less exciting. The reader who has followed the work of the 
Research Center for Group Dynamics, of the National Training 
Laboratory in Group Development, of the Conference Research at the 
University of Michigan, and of such individuals as Herbert Thelen, 
Kenneth Benne, J. L. Moreno and his students, and others, will also 
find the book disappointing. It is documented neither by the research 
of the author nor by that of others. However, the reader who is not 
familiar with the author’s Dynamics of Learning and with the work of 
the groups and individuals just mentioned will find this book stimu- 
lating, provocative, and challenging. Discussion leaders in industry, 
education, religion, government, and other fields will find it valuable. 

Cantor believes that a professional program for the development 
of discussion leaders should be instituted. His professional discussion 
leader would have to understand what is involved in learning, to 
possess ‘‘a great deal of insight into modern clinical psychology and 
mental hygiene and understanding of himself,’’ and to know a good 
deal about the social sciences. Although Cantor avoids any use of 
the term ‘‘group dynamics,’’ he states that his approach deals with 
the fundamental problem, ‘‘ What takes place psychologically when a 
group of people, directed by a leader, meets to discuss a problem ?’’ 

The first two chapters describe the psychological basis of learning 
as traditionally and as presently conceived. The third chapter 
examines the implications, for the réle of the discussion leader, of the 
new insights into learning. Chapters IV and V deal with the leader’s 
role in relating to the group. Chapter VI points out the limitations of 
a discussion—what can and what cannot be expected from a carefully 
conducted discussion. 

Cantor’s point of view on learning theory might be labeled ‘‘non- 
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authoritarian.’’ One of his central theses is that ‘‘all genuine learning 
is, in the last analysis, self-learning, self-discipline.’’ He also attacks 
such assumptions as that subject matter is the same to the learner as to 
the teacher ; that it is more important to measure what has been learned 
than it is to learn; that knowledge is learning; and that education is 
primarily an intellectual process. 

The author is to be commended for his attempt to make understand- 
able to the non-clinician some of the important conclusions of psychia- 
try, social work, mental hygiene, and clinical psychology. These 
include such concepts as psychological needs, human will, conflict, 
resistance, and identification. 

Basic in the attitude and personality of Cantor’s skilled discussion 
leader is a genuine respect for the dignity and worth of each member 
of the group. Cantor makes the leader responsible for directing the 
movement of learning. The leader, however, must ‘‘keep at the center 
of the discussion the importance of the member’s problems and feel- 
ings, not his own.’’ 

He lists, discusses, and illustrates the following principles of dis- 
cussion : 

1. Do not argue. 
2. Do not give advice. 
3. Do not direct the discussion. 
4. Do not force answers. 
5. Do not take sides. 
6. Listen rather than talk. 
7. Try to grasp why group members do not participate. 
8. Try to grasp what lies behind what the speaker is saying. 
9. Do not make moral judgments. 
10- Fry to communicate to the speaker your appreciation of what he says 
and how he feels. 


The final chapter on limitations serves to strengthen the author’s 
plea for a psychotherapeutic orientation to learning and especially 
to learning through discussion. 


PavuL ToRRANCE 
Kansas State College of 
Agriculture and Applied 
Science, Manhattan, Kansas 


PRINCIPLES AND PRACTICES OF THE GUIDANCE Program. A Basic Text. 
By Glenn E. Smith. New York: The Macmillan Company, 1951. 


379 p. 
This book is intended primarily for graduate and undergraduate 


students who are seeking to enter the counseling field professionally. 
It attempts to cover a field that has a wide range of meaning to many 
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people. The author has delimited the broad term ‘‘guidance,’’ narrow- 
ing it to mean school counseling. He thinks of the term ‘‘counseling’’ 
as synonymous with ‘‘guidance services’’ and does not accept the 
limiting terms of ‘‘educational, vocational, and personal guidance.’’ 

The book is divided into twelve chapters. The writer begins with 
an attempt to define his terms. Since the book is for students, it is 
good to have definitions clearly stated at the outset. Mr. Smith, on 
page 5, offers the following definition: ‘‘The guidance process consists 
of a group of services to individuals to assist them in securing the 
knowledges and skills needed in making adequate choices, plans, and 
interpretations essential to satisfactory adjustment in a variety of 
areas. These services are designed to result in efficiency in areas which 
require the individual to make adjustments in order that he may be 
an effective member of society.’’ We can have no quarrel with such 
a definition. We quote it, however, because it is representative of the 
tone of the book and the level on which it is written. Little emphasis 
is placed upon personal insight, upon the dynamics of behavior, upon, 
for example, the emotional bases for educational and vocational 
choices. 

In his first chapter (p. 9), Mr. Smith raises the question whether 
effective teachers without specific training in counseling can also be 
effective counselors. It reminds us of the similar question so often 
asked by social case-workers: Are social workers born or trained? 
We cannot agree that the ‘‘competencies of counselors are well defined 
and are seldom obtainable as a by-product of training designed to 
develop effective technique of classroom instruction.’’ We have found, 
often, in quite unexpected classroom situations, teachers who are 
excellent counselors. We feel that counselors are ‘‘born,’’ but can 
certainly be helped to become more effective through training. Rather 
late in his book, (p. 106), the author does indicate that the ‘‘com- 
petencies of an individual as a guidance worker may be greatly dis- 
counted by unfortunate personal attitudes, appearance, or tempera- 
ment.’ 

In the author’s discussion of group counseling and his tendency to 
reject it, we felt that he demonstrated that he has no real understand- 
ing of the group process, of the interplay therein, or of the fact that 
group counseling and individual counseling are not mutually exclusive, 
but rather can and should be complementary. 

We were glad to see frequent references to the importance of com- 
munity relations and liaison with community agencies. 

Chapter 2 is devoted to a history of the growth of the guidance 
movement. We certainly have no quarrel with the author in this 
chapter. With pardonable local pride, however, we do feel that 
any book that essays to give a history of counseling in the schools 
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and its status to-day should devote more space to Cincinnati’s work 
in this area. Cincinnati schools have been among the pioneers, and 
to-day, with its pupil personnel services, with its large vocational- 
guidance staff, and with its mental-hygiene clinic, Cincinnati is still 
in the vanguard. 

In his chapters, The Nature of Guidance Services and The Guidance 
Program at Work, the author lays stress upon the concept of the 
‘*whole’’ or ‘‘total’’ individual. His rather specific and detailed list- 
ing of functions and procedures, we find good for students and prac- 
tical for school administrators who may be planning to organize a 
counseling service. 

Two statements by the author particularly demonstrate his own 
practical experience in a public-school setting and his awareness of 
needs as a result of that experience. One is his statement on page 79, 
‘*Counselors are often called upon to provide services for parents, 
particularly in the areas of testing and counseling. Such services 
tend to develop more effective liaison between parents and school.’’ 
(Italics the reviewer’s.) The other statement is on page 90, where he 
says, ‘‘The principal is a key person in developing or improving 
guidance services in his school.’’ 

The chief criticism we would make is that in all the discussion of 
‘‘The Guidance Program at Work’’ (Chapter 4), there is no reference 
to the use of psychiatric services, either within the school system or in 
the community. Is this an oversight, or doesn’t the author see any 
role for the psychiatrist or the psychiatric social worker? 

The chapters, The Individual Inventory Service, The Information 
Service, and Information Through Community Surveys and Con- 
ferences; contain much practical information familiar to all good 
counselors, but helpful to beginners. 

In Chapter 8, The Counseling Service, we felt that the author has 
a tendency to verbosity which obviously is a screen for his own insecuri- 
ties in this area. We were glad to see a realistic statement on page 
255: ‘‘The important consideration . . . is that the counseling service 
not attempt to assist pupils with problems which are beyond the scope 
of the competencies possessed by staff members.’’ However, on page 
259, the author’s attempts to define ‘‘directive and nondirective 
counseling’’ are confused and to be questioned. Again, the author has 
no real awareness of behavior as a dynamic phenomenon. 

In conclusion, we feel that this is a practical book with which the 
professional worker should be acquainted. It could also be valuable 
to students in a teachers college because it does provide orientation 
that will help the young teacher to use guidance services intelligently 
and sharpen her own awareness of needs for counseling services in her 
own classroom. School administrators who are planning to organize 
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a counseling service will appreciate the specific detail with which Mr. 
Smith presents the functions of the counseling program, the individual 
counselors, and the relationship of both to children, parents, and 
community agencies. 

: Jack HERTZMAN 
Division of Health and Hygiene, 
Cincinnati Public Schools 


THe ADOLESCENT Periop: A Grapuic Aras. By Frank K. Shuttle- 
worth. Evanston, Illinois: Society For Research in Child 
Development, 1951. 


This is not one of those entertaining books on adolescence. It 
offers no novel thesis, no amusing interpretations, no pet panaceas. 
It presents 453 formidable charts, roughly half of them from Mr. 
Shuttleworth’s assembly of data, the other half reproduced from 
those of other workers. Each chart has a minimum comment, to 
insure understanding of the material, but the seeker must interpret 
and utilize the facts for himself. The field covered is enormous, and 
the phases of adolescent development are multitudinous. Ingenuity 
in the construction of charts of complicated related material is remark- 
able. The book is a mine of informational reference for workers in 
the field, but it presupposes experience in the reader and an ability 
to dig and digest. 

Nearly one-half (188) of the charts are concerned with physical 
growth, development and differentiation, physical functions and sexual 
maturation. From childhood, body size, changing proportions, and 
increments of growth are shown. Physical development is covered 
in terms of strength, skeletal structure, and body organs. Sexual 
maturation is traced in changing functions and in variations of age 
of puberty and the effect of the latter on personality and physique. 

Health conditions of adolescence are recorded in regard to mortality 
and types of illness, showing the second decade as the most healthful 
period of life. Specific illnesses are charted, as are physical defects. 

The group of charts relating to intelligence show mental-growth 
curves with reference to nationality, age of parents, twinning, and 
biological factors. School attendance is represented in comparisons 
of whites and Negroes, urban and rural districts, proportions of 
pupils to population, employment, and marriage. 

Special abilities, play, interests, attitudes, and problems of ado- 
lescents are presented in 50 charts. Abilities are related to intelligence, 
sex, honesty, and the collection of hobbies. Recreational interests 
in order of incidence at age levels, frequency of attendance at movies 
and effects on conduct, social aims, stability of home life, and oceupa- 
tional influences are among the details covered. 
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The chapter on behavior maladjustments deals with the usual 
symptomatic behavior and emotional attitudes of children, delinquent 
and criminal behavior, rejections by U. S. Army, and commitments 
to mental institutions. 

A section of 26 charts is devoted to occupational adjustments of 
youth, the choices of various groups, and numbers of gainfully em- 
ployed by occupation, sex, urban and rural residence, single and 
married, white and Negro. 

Sex problems of adolescence indicate perplexities and lack of in- 
formation, sex manifestations and habits. Ages at marriage of 
various educational levels, relative ages of parents, and ordinal status 
of children are shown. Percentages in relation to population and 
prediction of changing proportions are plotted on the basis of current 
trends. 

The final chapter shows those who are married and gainfully 
employed by race, residence, sex, and status in household. 

There are both a subject index and an author index to direct 
readers to charts that they may wish to consult. 

If its usual association with pictorial maps is disregarded, the term 
‘*Atlas’’ becomes technically significant, even to its derivation from 
the bearer of a great burden. 

Nancy NEWELL 

Division of Mental Hygiene, 

Massachusetts Department of 

Mental Health, Boston 


THe CHALLENGE OF DELINQUENCY. By Negley K. Teeters and John 
Otto Reinemann. New York: Prentice-Hall, 1950. 819 p. 


This volume appears to be a thorough, though a condensed, appraisal 
of one of to-day’s important problems—the problem of delinquency. 
The authors place this social headache squarely in its proper back- 
ground and context as a matter that is neither unusual nor a by- 
product of the twentieth century. The writers of the book touch on the 
various theories advanced in this field, and stress the importance of 
individuality, stating that all attacks on delinquency must safeguard 
the person, reaffirming this wholesome thought, which should be the 
basis of all social study and conduct. They review the methods of 
dealing with delinquency, indicating, of course, that the term may 
be new, but the problem is old. 

The authors have put in clear, concise, and understandable lan- 
guage the facts as they have gathered them. There is an attempt 
to evaluate the material in the light of their experience and their 
opinions, and they seem to have done a fine bit of work in this regard. 
The material is up-to-date and has a fresh mold to it, though perhaps 
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the scope of the book is so large that certain topics are presented 
somewhat briefly and sketchily. 

Commendable is the viewpoint of the authors that though certain 
activities and certain experiments may not be completely good or 
approvable, some benefit may be derived even from failures. Thus, 
despite the reportedly unsatisfactory work of the New York Society 
for the Prevention of Cruelty to Children, the authors of this book 
find that that agency, along with others, must be given credit to some 
degree for legislation that did do a good deal to advance the cause 
of the care of children. 

The book is well-organized and, as already stated, covers a wide 
range of topics, such as the biological aspects of delinquency, the 
problem of nationality and race in delinquency, the socio-economic 
facet of the problem, factors in the background, and also an ortho- 
psychiatric approach to the matter. 

In addition to the material indicated, the book includes an appendix 
of case histories, chosen to illustrate statements in the text. While 
case histories certainly have inestimable value, there is some doubt 
whether, in a book of this broad scope and nature, they shed enough 
light to warrant their inclusion in the volume. However, that is 
really a question not so much of the value of the case histories as of 
publishing policy—was the space worth it? The bibliography sets 
forth most forcefully the apparent thoroughness and wide range of 
study behind the presentation of the material covered. 

Briefly, the book can be said to be a very worth-while addition 
to the field of the study of delinquency. 

Leon ERRLICH 

Reading, Pennsylvania. 


DELINQUENCY AND HumMAN Nature. By D. H. Stott. Dunfermline, 
Fife, Scotland: Carnegie United Kingdom Trust, 1950. 460 p. 


For four years, the author of this book—a psychologist—became a 
member of the staff of an ‘‘approved school’’ in England, with the 
specific purpose of doing research work. The study was sponsored 
by the Carnegie United Kingdom Trust. 

An English ‘‘approved school’’ has no exact equivalent in this 
country. It is an open institution of the cottage-system type, and is 
‘‘approved’’ by the Home Office as a treatment facility for delinquent 
children (hence the name ‘‘approved’’). The particular ‘‘approved 
school’’ in which the author worked (the name is not disclosed) had 
a capacity of about 100 boys between the ages of fifteen and eighteen, 
who had been committed in most instances by the juvenile-court magis- 
trates after probation had been tried, but found to be unsuccessful. 
The average boy had experienced three previous court appearances. 
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The length of time spent in the ‘‘approved school’’ varied from twelve 
to eighteen months. 

Mr. Stott interviewed 102 boys formally (using psychological tests) 
and informally (through contacts with them as a club leader); he 
received further information from the school staff, the academic and 
vocational teachers, and the house parents. He also visited the boys’ 
parents for additional background knowledge. 

The study’s main objective was to determine the causes of delin- 
quent behavior. In his research, the author assigned a secondary 
place to any statistical correlation of causative factors, and concen- 
trated on intensive individual case study and analysis. He tried to 
avoid diagnosis by label, because ‘‘every personality is an array of 
situation attitudes of which some will at times (and possibly nearly 
all the time) be latent’’ (p. 112). He uses the term ‘‘breakdown”’ 
to indicate a serious delinquency situation in a child (just as we 
speak of ‘‘nervous breakdowns’’ in adult behavior). His principal 
thesis is that ‘‘delinquent breakdown is an escape from an emotional 
situation which, for the particular individual with the various con- 
ditionings of his background, becomes at least temporarily unbear- 
able’’ (p. 10). 

In his detailed case descriptions, he tries to show that delinquent 
behavior is the ‘‘product of a long and complicated history of influ- 
ences reaching in some cases right back to babyhood’’ (p. 351). In 
nearly every case the emotionally intolerable situations were found 
to lie in the parental home. The chapter headings indicate various 
groupings in which the author has arranged the characteristic reac- 
tions of. the individual children to these situations: avoidance (a term 
used by Mr. Stott in preference to the Freudian ‘‘repression’’) ; 
parental ill-health (resulting in early separation from the mother, 
early neglect by the parent, constant irritability of the father or 
mother); parental quarrels, desertion threats, estrangement from 
parents, death or separation of parents, and feared desertion. Other 
chapters deal with reactions to being unwanted or abandoned during 
childhood, to being unwanted or discriminated against during child- 
heod, to broken homes and step-parents. 

A particularly interesting chapter is devoted to ‘‘estrangement 
following evacuation’’ during the war. Several cases are presented in 
which evacuated children formed strong emotional attachments to 
their foster-parents to such a degree that after their return home the 
‘‘affectional deficiencies of their own parents compared with their 
foster-parents became progressively apparent’’ to the children (p. 
159). It is pointed out that the final ‘‘breakdown’’ usually did not 
occur for a year or more after the boys’ return to their own parents. 
Throughout the book there are frequent references to the reaction of 
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children to bombing, to absence of fathers serving in the armed forces, 
and to loss of parents in air raids. In this respect the research study 
makes one of its unique contributions. 

Several especially interesting cases revolve around a boy’s illegiti- 
macy, with its attendant inferiority compensations. This, incidentally, 
is a complex social-problem area which calls for much more intensive 
exploration in this country, too. 

In one of the concluding chapters, the author summarizes his find- 
ings by asking and answering the question, ‘‘ Which emotional needs 
are thwarted?’’ ‘‘Owing,’’ the author says, ‘‘to its necessary depend- 
ence upon the adult, the child has the need for a good relationship 
especially strongly developed, and naturally looks to its parents in 
the first place for its fulfillment . . . living for years in an environ- 
ment where one feels oneself unwanted or insufficiently appreciated 
or discriminated against in favor of others can imbue a child with a 
deep sense of inferiority, and this in turn, when reinforced by other 
motives, can find expression in delinquency or neurosis’’ (p. 362). 

The author also refers to some of the most frequently quoted causes 
for delinquency and rightly explodes the myth of the motion picture 
as a crime-producing factor. He states (and your reviewer from 
his own experience fully concurs with this observation) that he has 
never found a clear case of a boy’s or girl’s direct imitation of un- 
desirable behavior witnessed in a film. Delinquency causation goes 
indeed much deeper than exposure to incidental influences of the 
cinema. 

Although this book is primarily a study of cases and causes, a 
few pages in the final chapters are concerned with treatment. To the 
school-teacher the author ascribes an important therapeutic function 
because he or she so often plays a parent-substitute réle. He realizes 
the difficulties inherent in large and frequently changing classes and 
the fact that the teachers have no time to establish relationships with 
the families of their pupils. The réle assigned by Mr. Stott to the 
school-teacher would in this country rightly belong in the working 
sphere of the school social worker or counselor. 

Probation, the author feels, can be of help to ‘the large number 
of normal youngsters who appear in juvenile courts for the first time 
and whose delinquency manifestations have not muc)i deeper causation 
than a ‘‘mistaken attitude to the law’’ (he distinguishes these cases 
from the serious ‘‘breakdown’’ situations). The reviewer cannot 
quite agree with the author’s implied statement that the ‘‘break- 
down’’ cases are always beyond the probation officer’s reach. 

It is natural that—in assessing treatment facilities outside the 
parental home—the book deals primarily with the ‘‘approved school’’ 
and its staff. Here the author has some good points t‘) offer, including, 
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as he does, every member of the staff, professional and non-professional, 
in his suggestions. Too little attention is being paid—in this country, 
too—to the need for imbuing the non-professional personnel (house- 
parents, maintenance personnel, and so on) in our training schools 
and industrial schools with a humanitarian and mature approach to 
the youngsters in their care. 

‘*Tf the member of the staff of an approved school is going to be suc- 
cessful in his work of rehabilitation as well as of being a minder, feeder 
and clother of delinquents, he must unlearn the natural reaction which 
makes us reject those by whom we are rejected; . .. he must train himself 
to be loyal to those who are disloyal, constant to the unreliable, forbearing 
to the provocative, with always the thought in his mind that the greater 
the hate, the greater the need for love; ... this is compatible with the 
maintenance of good discipline; .. . the need of these boys for a father- 
figure and for emotional security makes them happier under a firm and 
regular discipline’’ (p. 380). 


This book, while not ‘‘discovering’’ new truths, presents important 
and valid corroboration of the more and more generally accepted 
axiom that being unwanted, insecure, and unhappy, is the common 
denominator of delinquency manifestations. The very worth-while 
and painstaking piece of research serves this purpose preponderantly 
through its detailed case presentations and interpretations. An un- 
fortunate drawback—especially for the time-pressed practitioner in 
the field—is the consistently heavy style and a certain ponderous and 
repetitious form of writing. For the researcher, however, this in no 
way detracts from the great values of this earnest and conscientious 
survey. 

JoHN Otto REINEMANN 


Municipal Court of Philadelphia 


Saints, SmvneRs, AND Psycuiatry. By Camilla M. Anderson, M.D. 
Philadelphia: J. B. Lippincott Company, 1950. 206 p. 


Dr. Anderson, whose Emotional Hygiene is now in its fourth edition, 
presents here a new book for lay readers designed to tell them in 
simple language some of the elements of behavior. Even though the 
reader may be misled by the title into hoping for something ‘‘spicy,’’ 
he will, nevertheless, learn a good bit about how he functions psycho- 
logically, be he saint, sinner, or a subject for the psychiatrist. 

Since Dr. Anderson’s fundamental thesis is that ‘‘the goal of every 
person in every detail of his life is to maintain himself as free from 
anxiety as possible’’ (p. 2), much of the book is concerned with anxi- 
ety, how it is developed and manifested. Although she does not 
mention the unconscious, she points out that the choice of reaction 
pattern is not voluntary, but is ‘‘based on one’s basic feelings and 
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assumptions about himself and about the people in the world about 
him’’ (p. 20). The emphasis throughout is on environment and on 
early conditioning. 

One expects oversimplification in a book for laymen, although we 
may doubt the validity of the assumption that ‘‘everybody is neurotic’’ 
(p. 117). However, in case the reader at this point becomes startled, 
let it be said that Dr. Anderson points out that much may be done to 
correct symptoms due to anxiety. The whole objective of psycho- 
therapy, indeed, ‘‘is to help disentangle the various self-images an 
individual has and to assist in bringing into being a new self which is 
more nearly in tune with a newly perceived reality’’ (p. 135). 

The concluding chapter, Psychiatry for the Layman, embodies what 
may be termed the author’s psychiatric credo—23 propositions stating 
the theses developed earlier in the book. Exception might be taken to 
some of the statements as well as to some of the omissions, but the 
sum total represents for the layman a sound picture, and for the 
unhappy and distressed holds out hope of assistance, without, of course, 
giving any ready recipes for self-cure. In these days especially of 
‘‘elears’’ and ‘‘auditors,’’ one is glad to welcome a book like Dr. 
Anderson’s latest—simply written, well planned, and sound in content. 


WINFRED OVERHOLSER. 
Saint Elizabeths Hospital, Washington, D. C. 


HyYpNoTHERAPY OF War NeEurosEs. By John G. Watkins. New York: 
The Ronald Press, 1949. 387 p. 


During World War II, the vast numbers of men suffering from 
emotional illness necessitated employment of as brief therapeutic 
measures as would allow for satisfactory symptomatic relief. Thera- 
peutic goals were consequently scaled down to a restoration of that 
degree of personality functioning that would enable the soldier to 
resume some useful form of army service. 

This book details the experiences of the author while working in 
an army convalescent hospital during World War II. Hypnosis was 
utilized by him as an integral part of the treatment process in helping 
to rehabilitate combat veterans who had collapsed under the stress 
of war. 

Hypnosis is an important adjunct in the treatment of war neurosis, 
principally because of its remarkable effects on the interpersonal rela- 
tionship and on the repression mechanism. On the one hand, hypnosis 
cloaks the hypnotist in a mantle of omnipotence that creates in the 
patient feelings of trust and confidence. On the other hand, it releases 
repressions, producing a dissolution of blocks to painful material 
whose pathological elimination from awareness has initiated such 
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symptoms as amnesia, fugue states, phobias, and a vast variety of con- 
version manifestations. The release of repressive forces and the 
resulting catharsis help the person to master the implication of the 
repressed material and to resolve the associated phantasies, reinte- 
grating that which has been repressed into the conscious ego. 

The present volume contains examples of the mechanisms through 
which this reintegrative process is achieved by presenting case studies 
with hypnotherapeutic sessions. In the opinion of this reviewer, 
these case studies, which constitute over two-thirds of the book, are 
the most interesting part of it, introducing a wealth of psychodynamic 
material. Readers, however, may find the opening chapters of the 
book too elementary, and they may consider the descriptions of the 
dynamics of neurosis, and of its treatment, misleading. There is a 
tendency toward oversimplification of the tremendously complex 
nature of the genesis and cure of emotional problems. One also senses 
in the book a too great emphasis on insight as the chief vehicle of cure. 
There is very little reference to the significant réle of the interpersonal 
relationship as the real agent of therapeutic change. 

In spite of these shortcomings, many worth-while aspects of this 
volume will be found by those interested in the treatment of war 
neuroses. There is a good chapter on the history of hypnosis and a very 
competent chapter on trance induction. Throughout the book there 
is emphasis on hypnosis as a tool of psychotherapy rather than as a 
therapy in itself, a point of view with which those who employ 
hypnosis will readily agree. 

Lewis R. WoLBERG. 

New York City. 


THE YEARBOOK or PsycHoaNaLysis. Edited by Sandor Lorand, M.D. 
Volume 5. New York: International Universities Press, 1949. 


317 p. 


Volume VY of the Yearbook of Psychoanalysis maintains its function 
of picking out important articles that have appeared in the analytic 
literature which might prove of value to students and analysts. It 
can be said at the outset that the choice of papers is a happy one 
as always, and covers a wide panorama of psychoanalytic interest. 
In a way, it constitutes a sort of refresher course for the psychiatrist 
not readily in contact with the world literature in this broad field. 
For example, there are papers on children, on dynamic aspects of 
dream interpretations, on therapeutic problems, on alcoholism, on 
crime, and on areas in which analysis impinges on cultural problems. 

As usual, it is difficult to summarize all the papers, but the sym- 
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posium on the ‘‘ Evaluation of Therapeutic Results,’’ by C. P. Obern- 
dorf, P. Greenacre, and L. 8S. Kubie, is of unusual value. It is a 
clear, forthright statement of the actual status of both successes and 
failures in analytic therapy. Kubie outlines a plan for an adequate 
survey of the therapeutic process, a project greatly to be desired in 
our present psychotherapeutic atmosphere. In the same trend, Nun- 
berg’s paper is practical and well-balanced from a practitioner’s 
point of view. The paper by Chatterji on paranoid jealousy is re- 
vealing. In this the author points to a mechanism in paranoid 
jealousy in which the jealous person unconsciously seeks to remove 
or to mitigate castration fear aroused by the sex object through the 
mechanism of jealousy. 

Bornstein’s discussion of the counter-transference aroused in thera- 
pists by children is well worth rereading, for analysts as well as 
parents; as she says, ‘‘a serious complication in terms of the analyst’s 
mental hygiene is the danger of regression, which no one in continuous 
contact with children can escape.’’ There is an excellent paper by 
Simmel on incendiarism, in which he shows the unconscious partici- 
pation in fire setting, as well as a larger work by Schmideberg on 
therapy in criminals. 

On the whole, the volume comes up to its usual standard, con- 
stituting an important annual contribution to psychiatric literature. 


Water BromBera. 
Reno, Nevada. 


NEvROSIS AND HuMAN GrowTH. THE STRUGGLE TowarpD SELF-REALI- 
ZATION. By Karen Horney, M.D. New York: W. W. Norton 
and Company, 1950. 391 p. 


In this, her fifth book, Horney continues to develop one of the 
evaluative systems that can grow out of psychoanalysis. In an intro- 
ductory chapter, she lists very briefly three such systems, depending 
on the postulated nature of the destructive impulse; and, as we have 
come to expect, assigns one to Freud, herself declaring for a different 
view. Freud conceives the conflict to lie between the loving and the 
destructive self, whereas Horney takes the conflict to be between the 
self and the destructive outer world (or at least what seems such to 
the given individual). What she does not make clear to the lay 
reader, for whom the book is obviously intended, is that Freud’s 
postulate belongs to the metapsychological conceptual system, whereas 
hers belongs to the psychological—.e., preconscious—system. Freud’s 
view could not be understood by the lay reader, with his conventional 
conceptual system; Horney’s ideas he may hope to understand. The 
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book is thus an attempt to deal with a form of resistance encountered 
in analysis, and Horney addresses herself to this purpose with skill 
and tact. Her success we shall leave to the future to determine. 

Positing that the individual is driven toward a self-realization of 
the potentialities with which he is endowed at birth and which con- 
stitute the ‘‘real self,’’ she tries to picture the ways in which the 
neurotic individual seeks to realize an ‘‘idealized’’ self. This is a 
truncated, stultified, and stultifying version of the real self. The 
drive to achieve this idealized self is called ‘‘the search for glory’”’ 
and is taken to be a reaction to a ‘‘basic anxiety,’’ a fear of being 
isolated and helpless in a world conceived as hostile. 

The consequence of such a forced restricting of the personality is 
a growth of ‘‘gigantic claims’’ directed at the outer world, the 
discovery of which Horney attributes to Harald Schultz-Hencke. The 
claims may be reasonable in content, but they are overdetermined and 
compulsive, and their frustration is reacted to as to an injustice. Such 
claims are no doubt endless. She cites, for instance, the wish to be 
treated as an exception, to have one’s need met without working for 
it, the right to be undecided, to be egocentric, to be vindictive when 
frustrated (camouflaged as justice-seeking), and many others. The 
theory current in some quarters that frustration is always followed 
by hostility, Horney rejects as obviously unsupported by observation. 
Nor is the structure of such neurotic claims a simple one, derived 
from a ‘‘death instinct.’’ Horney rejects this postulate of Freud’s. 
As indicated above, she posits that the destructive element is initially 
in the outer world. As she states, the infant finds it there. 

She goes on to picture how this need to achieve an idealized self 
is not only directed at the outer world, which must be made to 
recognize and to acknowledge this idealized self if possible. The need 
also turns back on the self and becomes the compulsive ‘‘should,’’ 
an inexorable tyranny. All this gives rise to a defensive system 
aimed at maintaining the status quo either by militant or by appeasing 
methods. These are specified and examined in some detail. Here, 
perhaps, is where the value of the book resides. This defensive system 
prevents the patient from a ‘‘sober examination of the truth.”’ 

All this is, as Horney says, an attack on a type or system of resist- 
ance (it might well be called the vanity system in the patient) which 
must be got out of the way before one can begin psychoanalysis proper. 
Generalities as to the latter, its aim—growth of the real self as opposed 
to the patient’s effort to maintain the ‘‘idealized self’’—are dealt 
with in a chapter entitled, The Road to Psychoanalytic Therapy. 
Here Horney stresses a point that needs even more stress—that know]l- 
edge about something is not knowledge of it. As she points out, 
psychoanalysis itself had to learn that the curative process is not a 
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matter of intellectual understanding, but an affective experience that 
is one of disillusionment, an experience that goes by the name of 
reality-testing and value-testing. 

And finally she attempts to discover wherein and how her system of 
thinking differs from Freud’s, whose ideas she believes she has out- 
grown and discarded. She complains that she lacks the time to read 
other analysts’ writings. The reviewer would judge that she had 
also lacked the time to read Freud, for he would feel that many 
things that Horney thinks are different in her system differ only in 
being renamed, not in the essential and basic metapsychological back- 
ground; or, to put it another way, her point of view is more concrete 
and arithmetical, less algebraic, than Freud’s. Is it really the case 
that ‘‘the idea of a person’s hating or despising himself for being as 
he is, is actually alien to Freud’s thinking’’? To the reviewer this 
last assertion sounds like the misreading we get from our patients. 
In any event it would seem that Freud was more interested in how 
such self-hate arises in a given case, in its genesis. What Horney has 
given us is a survey of what, having arisen, it can do to a person. She 
would thus seem to be more interested in what Freud called the 
‘‘secondary process,’’ and this would go along with what seems an 
effort to substitute a theory of object-relationships for the ‘‘instinct 
theory’’ she discards. And to believe, as seems to be stated on page 
371, that Freud asserted that present conditions can contain nothing 
but the past, seems to be a mistake. Freud has nowhere asserted 
that a given individual is a closed system, inaccessible to influence 
from the outer world. 

Georce B. WInBur. 


South Dennis, Massachusetts. 


THE OrHer Swe Or THE Bortte. By Dwight Anderson with Page 
Cooper. New York: A. A. Wyn, 1950. 258 p. 


Despite the fact that many books have recently been published 
on the subject of alcoholism, there is still a great deal of room for 
more works that will clarify and help us deal with one of our most 
serious medical and social problems. The number of problem drinkers 
reaches into millions. It is more and more being recognized that 
alcoholism is a symptom of maladjustment to life. Alcohol, like an 
anesthetic, alleviates anxiety, diminishes the sensation of psychic 
pain, lessens one’s sense of helplessness, inferiority, and failure, and 
induces a feeling of relaxation and well-being. Under pressure of 
internal conflict or external stress, the alcoholic finds in drink 
temporary relief. 

For purposes of study alcoholics may be divided into several groups 
—the basically inadequate person who is unable to cope with the vari- 
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ous exigencies of life; the psychotic individual, who, during the in- 
cipient stage of his illness, becomes cognizant of the fact that he is 
losing his grip on the environment; the psychopathic personality who 
is largely motivated by sensuous drives. The largest group of alco- 
holics consists of neurotic individuals, most of whom are potentially 
useful men and women who suffer from intense psychic pain as a 
result of inner frustrations and conflicts. 

It is in this group that therapists, including Alcoholics Anonymous, 
have been able to reclaim the largest number of victims to alcohol. 
Men and women who have been able to overcome their desire to seek 
oblivion in drink, intoxicated with their newly gained freedom, often 
become missionaries and devote a great deal of their time to salvaging 
other less fortunate individuals who continue to sink in the morass 
of aleohol. From the ranks of these men has come forth a great deal 
of knowledge on the psychopathology of alcohol. 

The Other Side Of The Bottle is one of such sources of knowledge. 
The book is primarily a personal story of an alcoholic who had at 
one time reached the depth of despair and degradation through drink, 
but who finally triumphed and for the past eighteeen years has main- 
tained sobriety and has attained peace of mind. Considering the fact 
that the number of chronic alcoholics who have been able to liberate 
themselves from the bondage of alcohol is still comparatively small, 
this critical self-study constitutes an important record. 

The author traces his own personality development which resulted 
in the formation of the peculiar character that becomes susceptible 
to the oblivion-inducing effects of alcohol. He rightly emphasizes 
that alcoholism is not a sign of wickedness, but a symptom of a serious 
disorder of the personality. In discussing alcoholism, he points out 
the fallacy committed even by some students of the problem who 
attempt to lump all alcoholics into one group. He dwells chiefly 
in his book on the common alcoholic, meaning the neurotic alcoholic, 
whom he delineates as an individual who possesses ‘‘a will to dominate, 
to fret at any form of restraint, to crave excitement and change; 
terrifying loneliness that makes the alcoholic particularly anxious 
to be agreeable, to be liked by other people; a capacity for strong 
resentment, a distrust of other people’s motives, a strong emotional 
hostility toward life in general; a fluctuation between high strikes 
when he talks largely about important affairs and moods of despond- 
ency when he feels that he will never amount to anything; and a 
reaching after perfection which makes his remorse at his relapses all 
the more difficult to bear.’’ 

Mr. Anderson summarizes our present-day knowledge of the problem 
of alcoholism. He discusses various historical personages in whose 
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lives alcohol played an important part. He evaluates the various 
forms of treatment employed in alcoholism. He also devotes a chapter 
to the activities of Alcoholics Anonymous. This is a well written and 
timely book. The intelligent alcoholic who has the patience to read 
through it will undoubtedly profit from it. The non-alcoholic inter- 
ested in the problem will find it illuminating and instructive. 
SAMUEL PasTER 


Memphis, Tennessee 


NEIGHBORS IN AcTION: A Manuau For Local LEADERS IN INTERGROUP 
Reuations. By Rachel Davis Dubois. New York: Harper and 
Brothers, 1950. 294 p. 

This is an exciting description of ‘‘a project in intergroup relation- 
ship’’ carried on by a group of people who were interested in over- 
coming tensions in a critical Harlem neighborhood. The project was 
located primarily in a public school, and the parents association of that 
school was largely concerned in it. The text of the book might be 
considered to be the quotation from Justice Charles Evans Hughes, 
in the Foreword, which is by Eduard C. Lindeman: ‘‘Rancor and 
bigotry, racial animosity and intolerance, are .. . the deadly enemies 
of true democracy, more dangerous than any external force because 
they undermine the very foundations of democratic effort.’’ 

Perhaps more important from the point of view of mental hygiene 
is the fact that frustrations and deep feelings of. inferiority may 
easily result from these same group tensions, and so interfere sadly 
with the mental and emotional growth to maturity of the individual; 
especially in the earlier years of school life, they may leave lasting 
scars on a child’s developing personality. 

‘‘The Workshop for Cultural Democracy,’’ believing strongly in 
group action for overcoming racial and other neighborhood tensions, 
determined on a plan for dealing with one of the most difficult 
neighborhoods in New York City. The difficulty was somewhat offset 
by the character of a public junior high school in that district, which 
gave enthusiastic and intelligent codperation. The leaders chose a 
Puerto Rican festival, the Parranda, as the medium for their experi- 
ment in bringing together neighbors in this hostile and unneighborly 
section. The approach was made by demonstrating comparisons of 
certain national and religious festivals common to the national or 
cultural groups from which most of these ‘‘neighbors’’ came. It was 
significant that the festival of the Puerto Ricans, one of the most 
scorned or disliked of the cultural groups in that area, could be most 
easily adapted to the workshop plans. The main purpose was, of 
course, to find not differences, but similarities in the national cultures 
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represented in the locality. Children and their parents were surprised, 
then interested, then greatly attracted by such discoveries. 

The account of a succession of neighborhood gatherings, with vivid 
descriptions of religious and national festivals, make up the first part 
of this book; and they are presented in such a way that the reader at 
once understands why the experience was so fascinating for all con- 
cerned. Studies of the various kinds of family life in this section 
of New York followed the experience of festive activities; the whole 
purpose was summed up in one telling phrase: ‘‘A culture trait need 
not have universal value in order to be granted the right to survive, 
as long as some social group cherishes it. This conclusion put a special 
responsibility on those making it to work to make America safe for 
cultural differences, realizing that there are ways in which we are 
alike and ways in which we are different and that we must accept 
both as important.’’ When children shared in one another’s home 
life, differences became ‘‘unitive, not divisive.’’ 

The second part of the book deals with methods—how to train 
leaders, how to interest the parents, how to ‘‘release creative forces.’’ 
This last depends almost entirely on the leader. Has he accepted 
himself? Can he counsel without instructing or admonishing? Can 
he ‘‘create an atmosphere in which the client can gradually come to 
be himself’’ and recognize his prejudices for what they are? Dr. 
Carl Rogers, in his pamphlet, Dealing With Social Tensions, says that 
the leader’s ‘‘function is that of a mirror, which shows the prejudiced 
persons his real self and enables him, aided by this new perception, 
to recognize himself.’’ 

This second part of the book is also concerned with results. One 
method used by the workshop was that of ‘‘action research’’ as 
differentiated from paper-and-pencil tests. The results of the various 
group activities were evaluated during the action, not by tests given 
at the beginning and end of the experience. Various highly emo- 
tional personal and group tensions were always cropping up, of course, 
during the experiment. These, especially the personal difficulties, had 
to be dealt with and the tension released. The trained counselor could 
meet these special needs. The effort was constantly made to dramatize 
the causes and objects of prejudice in such a way that prejudice is 
automatically overcome by appreciation—as in the use of the Parranda 
—and that similarities between contrasted cultures may be discovered 
rather than differences. This was often an exciting experience. 
Teacher reports led to the belief that the children—and their parents 
—were coming to realize that cultural differences could be accepted 
as normal in American homes, and that ‘‘under these superficial 
differences, are our basic similarities.’’ 
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The final chapter on ‘‘A Philosophy of Method”’ is full of wisdom. 
It ends with this quotation from Walt Whitman: 
**Each of us is inevitable, 
Each of us is limitless, 
Each of us here as divinely as any is here.’’ 
ELEANOR H. JOHNSON 
Hartford, Connecticut 


PRINCIPLES OF PsycHopyNAmics. By Edoardo Weiss, M.D. New York: 
Grune and Stratton, 1950. 368 p. 


Dr. Weiss is much too modest in feeling it necessary to justify the 
existence of this volume. It is a worth-while task, and the numerous 
expositions of psychodynamies are unique in their clarity. The book 
is a worthy tribute to Dr. Federn and the contributions that he made 
to ego phenomena. 

Investigations of ego dynamics can very well be expanded, and cer- 
tainly any contribution that clarifies and amplifies our exploration is 
& praiseworthy effort. 

The book presents many fine redefinitions of narcissism, schizo- 
phrenia, and the life and death instinct. In the terms ‘‘psychic pres- 
ence,’’ ‘‘mental resonance,’’ and ‘‘emotional participation,’’ which are 
all refinements of identification, we find sensitive clarifications that 
should be very helpful; and ‘‘internalization’’ strikes us as rather a 
more subtle term than ‘‘introjection.’’ In general, this concise and 
succinct contribution is worthy of recommendation to those who are 
searching for simplicity and clarity. 

Epwarp Luss. 

New York City. 
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PRICE OF MENTAL HYGIENE 
TO BE RAISED 


The National Association for Mental Health regrets 
to announce that because of sharp increases in produc- 
tion costs, it has become necessary to raise the price of 
MENTAL HYGIENE. Beginning with the July issue, 
the yearly subscription rate will be $6.00 and the price 
of a single copy $1.50. 











FourtH INTERNATIONAL CONGRESS ON MENTAL HEALTH 


The Fourth International Congress on Mental Health, held in 
Mexico City, December 11-19, had special qualities that those who 
attended it will often remember—its lovely physical setting in the 
Social Security Building with its superb view of the city; the warmth 
of Mexican hospitality as exemplified by the chairman of the organiz- 
ing committee, Dr. Alfonso Millan; and the delighiful social events 
planned for the members. 

The approximately eight hundred delegates who came to Mexico 
represented not only thirty-seven different countries, but a number 
of the social sciences. A well-balanced program was provided to meet 
their varied interests. Papers presented at the first plenary session 
reported the contributions to mental health by the United Nations, 
the Pan-American Sanitary Bureau (regional office of the World 
Health Organization), and the professions—social science, psychiatry, 
education, and psychology. Other plenary sessions, held in the after- 
noons, heard papers on aspects of the four major congress topics: 
‘“Mental Health and Children,’’‘‘ Occupational Mental Health,’’ ‘‘Men- 
tal-Health Problems of Transplantation and Migration,’’ and ‘‘Com- 
munity Efforts in Mental Hygiene.’’ It is impossible in a brief report 
to comment on the individual papers. Speakers discussed their sub- 
jects from a broad point of view which inevitably reflected the wide 
variety of mental-health needs and plans all over the world. 

In the mornings, members were offered a choice of attendance 
at the technical meetings or at one of the sixteen working groups that 
met daily while the congress was in session. Many members wanted 
to attend both and found the choice difficult. Perhaps the criticism 
that the program was too heavy, was true, but there was a reason for 

816 
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it. In early discussions on the structure of the program with Dr. 
Millén and the organizing committee, it was clear that working groups, 
which use a spontaneous-discussion method, were new to the Latin- 
Americans, who are accustomed to the presentation of prepared 
papers. The committee anticipated that the majority of participants 
in the working groups would be British or Americans and that the 
Latin-Americans would be more interested in attending the technical 
meetings, with prepared speeches and brief discussions from the floor. 
It is interesting, however, that the Latin-Americans joined the working 
groups in considerable numbers and expressed strong interest in this 
experience. Perhaps the process of working groups will be signif- 
icantly enriched by their use of it. 

In retrospect, it is not easy to single out the major emphasis of 
the congress or the new ideas that it introduced. The importance of 
the multi-discipline approach to the problems of education, industriali- 
zation, and community organization for mental health, to name only a 
few, was stressed by many speakers. While this has been pointed out 
before, it needs to be emphasized again and again. Psychiatry alone 
cannot provide solutions; the organized mental-health movement must 
eall upon sociologists, anthropologists, psychologists, and other profes- 
sional groups to contribute from their specialized knowledge. 

Many of us think that this congress gave a new and stronger empha- 
sis to the importance of culture—both knowledge of the cultural 
elements in various societies and the use of this knowledge for mental- 
health planning. This was stressed by speakers from widely different 
cultural backgrounds, speaking in different contexts. A speaker in the 
session on the ‘‘ Effects of Technical Progress on Rural Populations’’ 
pointed out some of the principles of anthropology that should be 
applied when new technological processes are introduced in under- 
developed countries. Account must be taken of the fact that change 
in any aspect of a culture brings about repercussions in other aspects. 
For example, the introduction of textile machinery may cause dislo- 
eation of home handcrafts, with a loss to individuals of a means of 
artistic self-expression. Resistance to change may be lessened if the 
members of a society understand the reasons for the changes, consent 
to them, and participate in bringing them about. It is important to 
remember, as was brought out in the discussion of community efforts 
in mental hygiene, that mental-health needs vary with different socie- 
ties and that there is no ‘‘one way’’ to bring mental health to people 
in the world. 

The Mexicans expressed particular interest in the problems of indus- 
trial workers and related topics because of the rapid industrialization 
of their country and their desire to bring a mental-health viewpoint 
into their social-security, welfare, and health programs. This interest 
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was shared by members from other countries as well, and the sessions 
that considered the problems of transplanted workers, neurotic atti- 
tudes in industrial workers, and similar topics were popular. 

The approximately two hundred people who joined working groups 
reported that the experience was fruitful. There were a few critical 
comments, however, to which thoughtful consideration should be given. 
Some of these had to do with the perennial problem of the extent to 
which the groups should be given a preliminary frame of reference 
within which to limit discussion. Other criticism related to the fact 
that there had been no pre-congress registration for group member- 
ship or selection of group leaders. While the organization of discus- 
sion groups at international meetings is admittedly difficult, it is 
obvious that there should be further experimentation to increase the 
effectiveness of this working method. 

A few technical mental-health films from Britain, Canada, and the 
United States were presented. Unfortunately, the difficulties of trans- 
porting films across national boundaries made contributions from 
several countries impossible. The use of mental-health films at inter- 
national meetings requires further study ; some individuals would like 
to have as many films from as many countries as possible shown, while 
others believe that because of language barriers and special audience 
appeal, this may be unwise. It has been suggested that only selected 
films should be shown and that these should be accompanied by dis- 
cussions with professional leaders to illustrate the use of the films 
as an educational tool. The use of other audio-visual aids requires 
equal consideration. 

Many members expressed appreciation of the fine exhibit of Mexi- 
can paintings and art objects which illustrated the historical develop- 
ment of public attitudes toward mental illness. This exhibition was 
supplmented by books, paintings, and other materials contributed by 
various agencies in the United Kingdom and the United States. 

The proceedings of the congress will be published in Mexico, and it 
is expected that they will be available for distribution in the fall of 
1952. Copies will be sent to registered members of the congress. Oth- 
ers who wish to receive them should direct their inquiries and requests 
to Dr. Alfonso Millan, Gomez Farias 56, Mexico D.F. 4. 

We are all grateful to the Mexican League for Mental Health and 
to many individuals for their efforts in making the congress a success. 
The intangible gains were numerous. Those of us who came from 
the United States and Europe were given a glimpse of a way of life 
different from our own just by roaming through public markets and 
the ‘‘native’’ sections of the city—brief glimpses that gave meaning 
to the concept of ‘‘cultural differences.’’ The expressed interest of 
President Miguel Aleman and other Mexican officials in the congress 
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will undoubtedly make easier the future efforts of Mexican mental- 
health workers within their own country. Our colleagues from all 
over the world were strengthened by the opportunity given to share 
ideas and experiences in face-to-face discussions with their co-workers. 


HELEN SPEYER 


AIDE OF THE YEAR TO THE MENTALLY RETARDED 


The award of Aide of the Year to the Mentally Retarded, sponsored 
by The National Association for Mental Health, was given this year 
to Mrs. Helen Bray, of Spadra, California. This is the second year 
that this national award has been given. 

A mother of two children, Mrs. Bray works as a senior psychiatric 
technician at the Pacific Colony, a training school for the mentally 
deficient, in Spadra. Her husband is a hospital worker in the navy. 

Her contributions have ‘‘very likely set a revolutionary pattern in 
the group care of mentally retarded children,’’ according to the insti- 
tution’s medical director, Dr. George Tarjan. Her suggestions and 
work changed the institution’s nursery from a place for the custodial 
care of retarded children to ‘‘a home for small babies who are similar 
to normal children in having opportunities to develop social contacts 
with each other and to explore the surrounding world. They are learn- 
ing what it means to live happily and to mature.’’ 

The judges were Pearl S. Buck, noted novelist; Richard H. Hunger- 
ford, Director of the New York City Bureau for Children with Re- 
tarded Mental Development; Edith M. Stern, author and magazine 
writer; Alan H. Sampson, President of the National Association for 
Retarded Children ; and Mildred Thomson, head of Minnesota’s Bureau 
for Mentally Deficient and Epileptic. 

The award and a cash prize of $500 were presented to Mrs. Bray by 
Governor Earl Warren in a ceremony held at the institution on Feb- 
ruary 20. In making the presentation Governor Warren said: ‘‘New 
buildings are wonderful and necessary, but they don’t cure anybody. 
We need people with warm hearts, understanding minds, willing 
hands, and a great love for humanity—in short, people like Mrs. 
Bray.”’ 

There were five honorable-mention award winners : Mrs. Ruth A. Hen- 
son, of the Lincoln State School and Colony, Lincoln, Ill. ; Miss Alicia 
E. Burke, of the Walter E. Fernald State School, Waverley, Massa- 
chusetts; Mrs. Marion Ely, of the Coldwater State Home and Training 
School, Coldwater, Mich.; Mrs. Jessie Driessen, Minnesota School and 
Colony, Faribault, Minn.; and Miss Lucille McCoy, Lakeland Village, 
Medical Lake, Washington. 
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A Memorit Lecture AWARD IN Honor oF 
Dr. SamueL W. HaminTon 


The American Psychopathological Association is establishing an 
annual memorial lecture award in honor of the late Samuel Warren 
Hamilton, to be known as the Samuel W. Hamilton Memorial Lecture 
Award. 

Dr. William B. Terhune, chairman of the committee that is raising 
funds for the purpose, invites all of Dr. Hamilton’s friends who wish 
to contribute to mail checks to him at New Canaan, Connecticut. 


ANNUAL MEETING OF THE AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 


The Twenty-ninth Annual Meeting of the American Orthopsychi- 
atric Association was held at Atlantic City, New Jersey, February 
25-27 of this year. Including members and guests, the attendance 
was around 1,300, representing 37 states, Canada, and Germany. 

The meeting opened with a general session on the theme, ‘‘ Scientific 
Contributions of Significance for Orthopsychiatry.’’ Three papers 
were presented—the Presidential Address, Problems of Communica- 
tion in Scientific and Professional Disciplines, by James M. Cunning- 
ham, M.D., Director of the Children’s Service of Metropolitan Detroit ; 
the Biology of Purpose, by Edmund W. Sinnott, Ph.D., of the Yale 
University Graduate School; and Cybernetics and the Social Sciences, 
by Karl M. Deutsch, Ph.D., of the Massachusetts Institute of Tech- 
nology. 

The program that followed was so full and varied that it is impos- 
sible to do justice to it in a brief note. The topics discussed in the 
thirty-odd sessions ranged from the problems of individual children 
to world problems in the field of mental health. Problems of the 
school, the home, the clinic, of research and administration and train- 
ing were considered. There were a number of case workshops limited 
to groups no larger than 30, to permit of general discussion. The last 
session was a follow-up of the White House Conference on Children 
and Youth held in December, 1950. 

On the lighter side, the program included a ‘‘Dutch-treat’’ highball 
party and a dance. 

The following officers were elected for the coming year: president, 
Morris Krugman, Ph.D.; vice president, Harold H. Anderson, Ph.D.; 
secretary, Exie E. Welsch, M.D.; and treasurer, William 8. Lang- 
ford, M.D. 

The 1953 annual meeting will be held at the Hotel Statler, Cleve- 
land, February 23, 24, and 25. 
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ANNUAL CONFERENCE OF CHILD Stupy ASSOCIATION OF AMERICA 


‘*Parents in Search of Self-Confidence’’ was the theme of the annual 
conference of the Child Study Association of America, which was 
held at the Hotel Statler, New York City, on March 3. This theme 
was amplified in the preface to the program: 


‘‘Parents to-day stand in need of the courage to be themselves with their 
children. They are struggling with pressures from all sides and constantly 
feel the need of assurance that they are doing all they should for their 
children’s emotional health. 

‘‘Their anxiety springs in part from the hazardous conditions of the real 
world around us. It has its sources, too, deep in those inner tensions to 
which human beings are always a prey. But in addition, the scientific temper 
of the moment often seems to focus attention sharply on the hazards of 
growing up, threatening the naturalness of family life and the joy of child 
rearing. 

‘‘How can parents recover that sureness of touch which children expect 
and need from their elders, yet at the same time hold fast to, and use cre- 
atively, what is tested and solid in the knowledge of to-day? How can parents 
once again be free to express what they feel, say what they think, keep the 
lines of communication easy and open between the generations? How can 
they be reassured that a vital relationship with their children is healthy 
and necessary and that it need not spoil domination? 

‘*Parents cannot meet their dilemma by putting the clock back; neither 
will they gain self-confidence by ignoring the knowledge of our day. They 
will find the way rather through realizing that, despite increasing dangers, 
there are ways at hand to protect themselves and to preserve what they 
most value. Instead of turning their backs on what we know about human 
development, they will need to enlarge and deepen this knowledge. Only in 
this way can parents go forward to greater security within themselves and 
greater satisfaction in the part they play in their children’s lives. 

‘*It is with this in mind that we offer the 1952 Annual Conference.’’ 


The morning session of the conference was on ‘‘ World Pressures 
at Our Door.’’ It considered such subjects as special stresses and 
strains in family life; how parents can regain a sense of security; 
how the rdéle of the parent can be revitalized to safeguard our future 
and meet the threat to our American traditions of freedom. 

The speakers were Ida De A. Reid, Ph.D., professor of sociology at 
Haverford College; Elizabeth Healy Ross, psychiatric-social-work 
consultant to the Child Welfare Division of the Department of Public 
Welfare, D. C.; and Peter B. Neubauer, M.D., Director, Council Child 
Development Center and Chief, Psychiatric Consultants, Community 
Service Society. 

Ernest O. Melby, Ph.D., Dean of the School of Education, New 
York University, and Frederick C. Redlich, M.D., Chairman of the 
Department of Psychiatry, Yale University School of Medicine, were 
the speakers at the luncheon meeting. Under the heading, ‘‘ Parents 
in the Path of Cross-Fire,’’ such questions were discussed as what we 
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can do to protect public education in the face of the factional battles 
to control our schools; how public education can incorporate the 
growing knowledge of child development; what parents can take from 
that knowledge that will be useful in their own families. 

The afternoon session took up ‘‘Social and Spiritual Values 
To-day’’—how new trends and inconsistencies in American life con- 
tribute to tensions within the family; how they differ from tensions in 
the past; and what values we can maintain in our homes in a world 
of diverse faiths and convictions. The speakers were M. Ralph Kauf- 
man, M.D., clinical professor of psychiatry, College of Physicians and 
Surgeons, Columbia University; and Arthur L. Swift, Jr., M.D., 
of Union Theological Seminary. 

At the close of the session, a summary of the conference was given 
by Leonard W. Mayo, Director of the Association for the Aid of 
Crippled Children. 

The conference was followed on March 4 by an all-day meeting 
for workers in parent education. 


ANNUAL CONFERENCE OF THE AMERICAN GROUP 
PSYCHOTHERAPY ASSOCIATION 
The Ninth Annual Conference of the American Group Psycho- 
therapy Association, formerly the American Group Therapy Associa- 


tion, was held in New York City on January 4 and 5. The program 
consisted of two general sessions—one on the evening of January 4 at 
the opening of the conference and the other at its close on the after- 
noon of January 5—and four concurrent sessions on specific topics. 
These were, respectively, ‘‘Applications of Group Psychotherapy to 
Prophylaxis, Guidance, and Education’’; ‘‘Group Psychotherapy in 
Private Practice’’; Group Psychotherapy in Mental Hospitals’’; and 
‘*Group Psychotherapy in Child Guidance.’’ Three papers, by author- 
ities in the various fields under consideration, were presented at each 
session. In all, twenty papers were given in the six sessions. A busi- 
ness meeting and a luncheon were also included in the program. 

The officers of the American Group Psychotherapy Association for 
the coming year are: president, Dr. Lewis H. Loeser; vice president, 
Dr. Grace McLean Abbate; secretary, Mr. George Holland; treasurer, 
Dr. Joseph S. A. Miller. 

The association plans to hold its next annual meeting January 9 
and 10, 1953, at the Henry Hudson Hotel, New York City. 


Tue NATIONAL COMMITTEE ON ALCOHOLISM Hops 
ANNUAL MEETING 
The National Committee on Alcoholism held its Sixth Annual Meet- 
ing at the Statler Hotel, New York City, on March 12. The program 
consisted of two half-day sessions of papers and a luncheon. 
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Mrs. Asher Yaguda, Vice Chairman of the Governor’s Committee on 
Chronic Illness (New Jersey) and Chairman of the Essex County 
Committee on Alcoholism, was the moderator at the morning session. 
Four papers were presented: Alcoholism and Alcohol Education in 
the Schools, by Raymond A. McCarthy, Executive Director of the 
Yale Clinic Plan, and Director of Education for the Connecticut Com- 
mission on Alcoholism; The Alcoholic in Prison, by Reverend George 
McKinney, Catholic Chaplain at Walkill (New York) Prison; The 
Resources of Pastor and Church, by Reverend Otis R. Rice, Religious 
Director, St. Luke’s Hospital, New York City; and The Mobilization 
of Community Resources, by Sheldon D. Bacon, Ph.D., Director of the 
Yale Center of Alcohol Studies and Chairman of the Connecticut Com- 
mission on Alcoholism. 

‘‘Moral Aspects of Education on Alcoholism’’ was the subject of 
the luncheon address, which was made by Fulton Oursler, author and 
senior editor of the Reader’s Digest. 

At the afternoon session, at which Harry M. Tiebout, M.D., Presi- 
dent of The National Committee on Alcoholism, acted as moderator, 
there were five speakers: Harold W. Lovell, M.D., author of Hope 
and Help for the Alcoholics; 8. Charles Franco, M.D., Associate 
Medical Director of the Consolidated Edison Company, New York; 
Colonel Harold W. Riegelman, Chairman of the New York State 
Codrdinating Committee on Alcoholism; Joseph Kaplan, a member of 
the Executive Committee of the Boston Committee on Alcoholism; 
and Mrs. Marty Mann, Executive Director of The National Committee 
on Alcoholism and author of Primer on Alcoholism. Dr. Lovell spoke 
on ‘Alcoholism and Medicine’’; Dr. Franco, on ‘‘ Alcoholism and 
Industry’’; Colonel Riegelman, on ‘‘ Alcoholism and Legislation’’; 
and Mr. Kaplan, on ‘‘The Local Committee on Aleoholism.’’ Mrs. Mann 
summed up the present situation in the fight against alcoholism in 
her paper, Where We Stand To-day. 

The officers of the committee for the coming year are: president: 
Dr. Harry M. Tiebout, psychiatrist, Greenwich, Connecticut; vice 
president, Dr. Harold W. Lovell, neurologist, New York City; treas- 
urer, J. A. W. Iglehart, W. E. Hutton & Co., New York City; and 
secretary, Mrs. Lois Knowlson, Hartsdale, New York. 


‘(DELINQUENCY IN America”? Topic or Report or THE NATIONAL 
CoMMITTEE ON ALCOHOL HYGIENE 


The National Committee on Alcohol Hygiene has issued its fourth 
report on the social illnesses in America. This report, Delinquency 
in America, prepared by the committee’s executive director, Dr. Rob- 
ert V. Seliger, states that: (1) delinquency is increasing; (2) youth 
becomes delinquent through alcohol, dope, sex, robbery, and other 
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crimes of violence; (3) last year’s crime report stated that the average 
age involved in delinquency was about fifteen and a half; (4) boys 
cases outnumbered girls by 4 to 1; (5) among girls, sex is the out- 
standing delinquency. (Although sex instruction has done much to 
lessen sex worries and anxiety, it has done little to improve sexual 
morals. ) 

In discussing the causes of delinquency, Dr. Seliger states that: (1) 
adolescents discover a great difference between the morals taught them 
by their elders and the actual lives their elders lead; (2) physical dis- 
abilities, disfigurements, and deformities make many children feel they 
are outcasts, that they are different—a feeling that contributes 
to neurosis, maladjustments, and delinquency; (3) heredity figures 
prominently in many cases through the production of feebleminded- 
ness and through the lessening of emotional inhibitions; (4) the pres- 
ent culture causes the development of continuous confusion in nearly 
all adolescents; (5) lack of family loyalty and security causes lone- 
liness, insecurity, and unhappiness; (6) a poor emotional climate is 
found increasingly in cultured homes supposedly of high standing as 
well as in others. 

Dr. Seliger points out that the emotional factors found in the delin- 
quent were deprivation, emotional starvation, unconscious attempt 
to escape boredom, disappointment, and frustration; the environmen- 
tal factors found were loveless homes, homes with ineffective discipline, 
poverty-stricken homes, poor recreational facilites, and schools poorly 
geared to attract the pre-delinquent. 

After pointing out the pre-delinquent signs of boredom, moodi- 
ness, inattention, overactivity, excitability, flagrant lying, and failure 
in school work, Dr. Seliger stresses the importance of early recogni- 
tion of these signs and of seeking immediate advice at a community 
mental-hygiene or school or hospital clinic. 


ALCOHOLISM IN BRITAIN 
(Reprinted by permission from the British Medical Journal of November 10, 1951.) 


Not so long ago it could be said that alcoholic excess was a serious 
problem in Britain, affecting large numbers of male wage-earners in 
industrial towns, accentuating their low living standards, and increas- 
ing the misery of their family life. Men drank to escape from a sordid 
environment and from unbearable psychological conflict. ‘‘The quick- 
est way out of Manchester’’ was to get drunk. Hogarth in his ‘‘ Beer 
Street’’ and ‘‘Gin Lane”’ illustrated the scale of these evils among the 
London masses of the mid-eighteenth century, but it was in the nine- 
teenth century that their horror reached its peak. 

A gradual improvement in living conditions has led to a decline in 
this type of drinking. The total consumption of beer and spirits has 
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remained high, but it is spread more evenly over the population as a 
whole. There has been an increase in moderate drinking and a 
decrease in convictions for drunkenness. Women drink more and men 
less. The drinking of alcohol has been sanctioned by society, in that 
it has become a convivial activity of the group, approved by the group 
and at the same time moderated by it. Where a man would previously 
have gone out to a pub to escape the squalor of his home, now he takes 
his wife with him. More than a vestige of the older pattern remains, 
but historically the trend is towards a breaking of the vicious circle 
linking drink and poverty. 

Social drinking is a central feature in many societies, large and 
small, simple and complex. It is an essential part, for example, of the 
civilization of France and Italy. In many religions, including Chris- 
tianity, the act of drinking wine has a high symbolic value. This pat- 
tern persisted in Britain, especially in the countryside and smaller 
town, through the period of social disintegration due to industrialism. 
The tradition has remained strong enough to make the present-day 
public-house a center of the kindlier and more genial side of our social 
nature. Already in Shakespeare’s time there were puritans who con- 
demned drinking out-and-out, and Falstaff is eloquently scornful of 
them: ‘‘Nor a man cannot make him laugh; but that’s no marvel, 
he drinks no wine.’’ 

Yet it is in the regions most dominated by the puritan ethic that 
alcoholic excess appears most pronounced. Where the social group 
withdraws its approval from drinking, it becomes either a solitary 
vice or a wickedness covertly shared with a few boon companions. 
This type of alcoholism is allied not so much to poverty as to conflict 
within the personality. It is to be found in countries such as the 
U. S. A. and Sweden, which have experimented in prohibition. These 
two countries head the list given in the extremely interesting and 
valuable first report on alcoholism issued by the World Health Organi- 
zation ! as having the highest proportional number of alcoholics—Italy, 
that great wine-drinking country, having the lowest. 

It should be added that both the U. S. A. and Sweden have tackled 
what is for them a serious problem with outstanding vigor and insight. 
The American society calling itself ‘‘ Alcoholics Anonymous’’ has 
achieved a remarkable success by restricting its membership to alco- 
holics who have been able to become, or are attempting to become, 
abstinent. They thus, in a sense, bring back into society the individual 
who has become cut off from it by addiction: ‘‘The aleoholic’s best 
hope of remaining abstinent lies in helping others to achieve that 
state.’’ 

1The Expert Committee on Mental Health. Alcoholism Subcommittee Report 
on the First Session, December 11-16, 1950. 
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The W.H.O. Report gives a provisional figure (1,100 per 100,000 
adults) for the proportional number of alcoholics in England and 
Wales, which is barely a quarter of the American figure. Enough of 
Sir John Falstaff may have lingered in our midst to mitigate the 
severity of the Nonconformist conscience and its characteristic per- 
sonality conflicts. None the less, every society has its alcoholics in all 
classes, and their unhappy condition is one which the social scientist 
as well as the medical profession must try to understand. 


CONFERENCE ON RETIREMENT OF OLDER WORKERS 


The February newsletter of the National Social Welfare Assembly 
contains the following report on the Conference on Retirement of 
Older Workers, held in late January at Arden House on the Harriman 
Campus of Columbia University, under the auspices of the McGregor 
Fund and the Assembly’s Committee on the Aging: 


‘The general consensus was that all workers, able and willing to work 
beyond the age fixed for retirement benefits, should have the opportunity 
to work, and that health and competence are the two principal factors for 
determination of continued employment and the kind of employment. 

‘*The conference was composed of seventy-five persons, nearly half of whom 
were representatives of management, the others representing labor, univer- 
sities, and other research organizations, government agencies, and the medical 
and social-work professions. 

‘‘ After the opening talks, the conference met in four discussion sections, 
covering the following topics: (1) practical ways of utilizing older workers; 
(2) assets and liabilities of older workers; (3) health and competence vs. age; 
and (4) substitutes for arbitrary retirement. Each section had been planned 
by preparatory committees. The press was not present at the discussions, no 
verbatim reports were taken, each section had a recorder with special compe- 
tence in the subject matter, and stenographers were available for each sec- 
tion. The section chairman reported to the entire conference at an evening 
session before the final section meetings. 

‘*In his opening address, Mr. ©. P. Cochrane, Director of Industrial Rela- 
tions, Eastman Kodak Company, pleaded for adequate preparation for retire- 
ment. ‘I think of retirement,’ he said, ‘as a period when the individual is 
finally free to devote any amount of his time to absorbing and creative 
interests of his own choosing ... a time, in short, when the kind of experi- 
ence and wisdom which come only with age can be channeled into personally 
satisfying and socially valuable activities.’ He suggested that social agencies 
‘have a pressing need for the volunteer work of older people and that often 
these older people can do a better job than those who have to be sandbagged 
to find time outside the demands of their regular employment. ...I am 
aware that this picture of retirement, as I have drawn it, is not an immed@i- 
ate and universal possibility. We have to change our thinking. We have to 
adjust our programs and our efforts.’ 

‘*A paper entitled Changing Concepts of Retirement, by Mr. Harry Becker, 
Director, Social Security Department, UAW-CIO, stressed the joint respon- 
sibility of management and labor. He said: ‘With the advent of the collective 
bargaining approach to pension planning, measures to deal with the problems 
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of older workers in industry became a matter for joint consideration by 
management and labor. . .. This shared responsibility may prove to be the 
most important result of collective bargaining of retirement plans... . An 
analytical stock-taking of retirement practices is essential because too much of 
what is done and thought about retirement reflects past custom—with roots 
extending into the last century—rather than present-day knowledge of mental 
hygiene, economics, and medical science. . . . Our problem, then, is to think of 
retirement as associated primarily with work capacity and ability to perform 
gainful work. Age alone as a factor can probably be almost entirely, if not 
entirely, discarded through application of knowledge we now possess or can 
develop in the foreseeable future. We begin to think of workers as eligible 
for retirement, regardless of age, when prolonged disability prevents con- 
tinuation in the labor force.’ 

‘*In his closing summarizing remarks, Dr. Theodore Klumpp, President, 
Winthrop Stearns, Inc., said in part: ‘The paramount topic discussed was 
the question of compulsory retirement on a chronological basis. It appears to 
be the predominant sentiment of this conference that chronological age, as 
the sole basis for retirement, should now be abandoned by business, and the 
largest employer of them all—government.’ 

‘*He pointed out that a small minority felt that there were as yet no 
objective criteria for evaluating fitness and that a more selective plan involved 
administrative difficulties. In regard to the latter point, he said: ‘ However, 
among the participants in the discussion were several having direct experience 
with the administration of selective retirement plans who knew from experi- 
ence that the administrative and personnel complications were not the mon- 
sters they were made out to be.’ 

**Since the close of the conference, great interest has been expressed in the 
conclusions and many letters of inquiry have been received as a result of the 
newspaper accounts and Dr. Klumpp’s radio address. 

‘*Printed proceedings will be available as soon as they can be published.’’ 


NaTIonNAL HeautH Counciu’s THIRTY-SECOND ANNUAL MEETING 


Health planning and action on the local, the state, and the national 
level were the subject of the Thirty-second Annual Meeting of the 
National Health Council, held at the Hotel Roosevelt, New York City, 
March 13-14. A half-day session of papers and discussions was 
devoted to each of the three levels. 

Local activities were discussed at the first session, under the head- 
ing, ‘‘Citizen Participation in Community Health Planning Through 
Community Health Councils.’’ Leading the discussion were speakers 
representing four different types of community health organization: 
the voluntary health association, the civic group, the professional 
society, and the official health agency. 

The second session, on ‘‘Health Planning and Action on the State 
Level Through State Health Councils,’’ was addressed by representa- 
tives of five state councils—in Michigan, Pennsylvania, Ohio, Missouri, 
and Virginia—who reported briefly how and why their councils got 
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started, what they are doing, and how they are going about it. At the 
end of the meeting the discussion was summarized by Dr. Leonard A. 
Scheele, Surgeon General of the U. S. Public Health Service. 

‘‘Health Planning for the Future’’ was the title of the symposium 
on national-level activities, held on the morning of March 14. The 
speakers were all members of the newly created Program Develop- 
ment Committee of the National Health Council. 

The address at the annual luncheon of the council, held on March 
13, was given by the Honorable Willard L. Thorp, Assistant Secretary 
of State for Economic Affairs, U. S. State Department, who spoke on 
‘‘Health and Geography.’’ 


SrxtH INTERNATIONAL CONFERENCE OF SOCIAL WorK 


The preliminary program for the Sixth International Conference 
of Social Work to be held in Madras, India, in December, 1952, has 
been released. Building on the theme, ‘‘The Réle of Social Service 
in Raising the Standard of Living,’’ the conference will open on Sun- 
day evening, December 14, and will close on Saturday, December 19. 

There will be a number of plenary sessions, in which outstanding 
speakers will discuss ‘‘Basic Human Needs,’’ ‘‘ Health and Standards 


of Living,’’ ‘‘Community Organizations in Rural and Urban Areas,’’ 
and ‘‘Education and Standards of Living.’’ In addition, significant 
projects in fundamental education, projects involving the ‘‘team”’ 
appproach, and outstanding community-welfare-center projects will 
be described. 

An important part of the program will be four commissions, which 
will meet every afternoon of the conference. The membership of the 
commissions will be limited and will include one or two representatives 
from each country in attendance at the conference. The subjects for 
consideration have been chosen with the needs of Southeast Asia and 
the underdeveloped areas especially in mind. They are: (1) train- 
ing for leadership in social service; (2) the application of social work 
skills and techniques to the problems of underdeveloped areas; (3) 
the social implications of technical assistance programs; and (4) 
regional coéperation in social service in Southeast Asia. 

Besides the commissions, there will be discussion groups open to all 
persons attending the conference. These also will meet every after- 
noon. At present, ten such groups are planned, although the number 
and the subjects to be discussed are subject to change. Reports on both 
the commissions and the open discussions will be presented at the 
closing plenary session. 

Copies of the program may be secured from the office of the Inter- 
national Conference of Social Work, 22 West Gay Street, Columbus 15, 
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Ohio. A second leaflet soon to be published will contain detailed 
information on registration, travel arrangements, accommodations in 
Madras, and so on. 


FELLOWSHIPS ANNOUNCED BY AMERICAN ASSOCIATION OF 
Psycuiatric CLINICS FOR CHILDREN 


Fellowships offering specialized training in child psychiatry are 
available in a number of member clinics of the American Association 
of Psychiatric Clinies fer Children which have been approved as train- 
ing centers by the association. The training begins at a third-year, 
post-graduate level, with minimum prerequisites of graduation from 
medical school, a general or rotating internship, and a two-year rest- 
dency in psychiatry—all approved. The majority of these clinics have 
also been approved individually by the American Board of Psychiatry 
and Neurology for a third year of training and for an additional 
year of experience. 

This training is in preparation for specialization in child psy- 
chiatry, and especially for positions in community clinics devoted 
wholly or in part to the outpatient treatment of children with psy- 
chiatric problems. At the completion of the training, attractive open- 
ings are available in all parts of the country, Fellows receive instruc- 
tion in therapeutic techniques with childen in outpatient settings 
that utilize the integrated services of the psychiatric-clinic team. Most 
of the clinics have a two-year training period, although a few will 
consider giving one-year training in special cases. 

Fellowship stipends are usually in line with U. S. Public Health 
Service standards—that is, approximately $3,600, as these stipends 
come mainly from the Public Health Service. Stipends sometimes 
are paid by state departments of mental health, individual clinics, and 
occasionally communities paying for the training of psychiatrists who 
engage to work in these communities at the end of their training. 
Special arrangements may be made occasionally to supplement the 
stipends by taking on other responsibilities locally (e.g., part-time work 
with the Veterans Administration, consultation with social agencies, 
ete.). A limited number of training centers can offer higher stipends. 

The office of the American Association of Psychiatrie Clinics for 
Children acts as a clearing house for applicants. Application may be 
made through this office or directly to the individual clinics. In all 
eases, acceptance of applicants for training is by the individual 
training centers. 

For further information and for application forms, write to Miss 
Mary C. Bentley, Executive Assistant, American Association of Psy- 
chiatric Clinics for Children, 1790 Broadway, Room 916, New York 
19, New York. 
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PosTGRADUATE COURSE IN PsYcHIATRY AND NEUROLOGY 


A ten-weeks course in psychiatry and neurology, extending from 
August 25 to October 31, 1952, will be given by the Division of 
Psychiatry of the University of California School of Medicine in 
cooperation with University Extension (Medical Extension), Uni- 
versity of California. The course is a repetition of the one given in 
previous years. It is open only to qualified physicians. 

As heretofore, the course will be given at the Langley Porter Clinic, 
San Francisco, under the direction of Dr. Karl M. Bowman, pro- 
fessor of psychiatry at the University of California School of Medi- 
cine, with the assistance of staff members from the various divisions 
of the medical school. 

The course will be a general review of psychiatry and neurology, 
with material from related fields in medicine. It is particularly 
designed to prepare psychiatrists and neurologists for taking the 
examinations of the American Board of Psychiatry and Neurology. 
It is, therefore, a course for the advanced student in psychiatry and 
neurology rather than for the beginner. A special effort is made 
to present the latest developments in the fields of psychiatry and 
neurology, so that the student may be brought up to date. 

Further details may be obtained from Stacy R. Mettier, M.D., 
Head of Postgraduate Instruction, Medical Extension, University of 
California Medical Center, San Francisco 22, California. 


FELLOWSHIPS FOR TRAINING IN MarriaGE COUNSELING 


Two $2,500 Grant Foundation fellowships for advanced training in 
Marriage Counseling are being offered by the Menninger Foundation 
of Topeka, Kansas. Applicants should have completed their graduate 
training in social work, medicine, sociology, psychology, or a similar 
field, and have had three years of experience in counseling. For 
further information write to Robert G. Foster, Menninger Founda- 
tion, 3617 West Sixth Street, Topeka. 


NationaL TRAINING LasoraTory IN Group DEVELOPMENT 


After five years of pioneering research and experience in the rela- 
tively new field of training leaders in the skills and understandings 
necessary for developing effective groups, the National Training Lab- 
oratory in Group Development will hold an expanded four-week sum- 
mer laboratory session at Gould Academy, Bethel, Maine. The dates 
will be from June 22 through July 18. 

During the past five years three-week laboratory sessions have been 
held. The four-week laboratory plan results from increased knowl- 
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edge of group development and additional knowledge about methods of 
training in human relations. 

Approximately 100 applicants will be accepted for this session. Per- 
sons involved in problems of working with groups in a training, con- 
sultant, or leadership capacity in any field are invited to apply. 

The purpose of the training program is to sensitize leaders in all 
fields to the existence and nature of the dynamic forces operating in 
the small group. This is organized so that each trainee group of 15— 
20 persons is enabled to use its own experience as a laboratory example 
of group development. Group skills of analysis and leadership are 
practiced through the use of réle-playing and observer techniques. 
Concentrated clinics give training in the skills of the consultant and 
the trainer in human-relations skills. There is also opportunity to 
explore the role of the group in the larger social environment in which 
it exists. 

The laboratory research program in group behavior and training 
methods is an important part of the training, and the use of research 
tools that are within the range of the laboratory training program is 
incorporated into the curriculum. 

The laboratory is sponsored by the Division of Adult Education 
Service of the National Education Association and the Research Cen- 
ter for Group Dynamics of the University of Michigan, with the 


codperation of the universities of Chicago, Illinois, California, and 
Ohio, Antioch College, Teachers College, Columbia University, 
and other educational institutions. Its year-round research and con- 
sultation program is supported by a grant from the Carnegie Corpora- 
tion of New York. For further information, write to the National 
Training Laboratory in Group Development, 1201 Sixteenth Street, 
N.W., Washington 6, D. C. 


Summer ScHoou or ALCoHOL StTupiEs aT YALE UNIVERSITY 


The Tenth Annual Session of the Summer School of Alcohol Studies 
will be held at Yale University, from July 7 to August 1. The school’s 
educational program is designed to meet the needs of those in activi- 
ties or professions that require knowledge and understanding of alco- 
hol beverages, their functions, and the problems associated with their 
use. The student body will be made up of educators; persons in judi- 
cial, police, probation, and penal administration; physicians; psychol- 
ogists ; nurses; welfare and social workers; ministers and priests; indi- 
viduals in public relations, health, and personnel work in business and 
industry; insurance personnel; traffic engineers; public-health work- 
ers; and others who are directly or indirectly responsible for edu- 
cation in and alleviation, control, and prevention of the problems 
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associated with alcohol beverages, or who are interested in related 
research in the biological or social sciences. Over 1,200 students from 
every state in the Union, 100 from nine of the ten Canadian provinces, 
and 15 representatives from ten foreign countries have attended the 
first nine sessions. In recent years, educators have formed the largest 
single category of students, followed closely by those working in 
therapy and public health and by those in the ministry. 

The curriculum emphasizes the necessity of a broadly oriented 
background in the biology, psychology, sociology, and history of the 
phenomena of alcohol beverages prior to the consideration of specific 
problems or programs. Another major emphasis of the school is a 
disciplined approach to an understanding of the phenomena and prob- 
lems under study, whether the particular method be scientific, legal, 
ethical, administrative, or other. 

The tenth session will differ somewhat from previous schools in that 
the number of general-lecture sessions will be reduced, to allow more 
time for seminar and special-interest meetings. In addition to the 
staff at the Center of Alcohol Studies, lecturers and seminar leaders 
are drawn from the university, from other universities, and from non- 
academic agencies concerned and experienced with problems related 
to alcohol beverages. The school is under the direction of Professor 
Selden D. Bacon, associate professor of sociology and Director of 
the Center of Alcohol Studies. 

Requests for further information and all correspondence should be 
addressed to: Summer School of Alcohol Studies, Laboratory of Ap- 
plied Physiology, Yale University, 52 Hillhouse Avenue, New Haven, 


Conn. 


Two WorKsHOP SEMINARS IN THE RorscHacH TEST 


The Department of Psychology of the University of Chicago has 
announced two workshop seminars in the Rorschach test. In the 
first, to be held July 7-11, basie processes will be demonstrated. The 
instruction will cover technic in administering, scoring, processing of 
test records, psychologic significance of the separate variables, and in- 
troduction to interpretation. 

Acute stresses, in adults and in the adolescent range, will be the 
topic in the advanced seminar, July 14-18. Test records will demon- 
strate conflict conditions, in which severe emotional pressures meet 
strenuous ego-defense resistance (all with acute psychological pain), 
and reveal the treatment assests in such patients. 

Dr. 8S. J. Beck will conduct both seminars. For full information, 
write to the Department of Psychology, University of Chicago, Chi- 


cage 37. 
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PENNSYLVANIA State CoLLEGE CoéRDINATED CONFERENCES 
IN Epucation 


The Pennsylvania State College announces the fifth in a series of 
coérdinated conferences in education to be held on the college campus, 
June 23 to 27. 

The purpose of. the conferences is to bring together workers in the 
fields of art education, audio-visual education, language arts, psy- 
chology, special education, and speech education, to share their com- 
mon interests and concerns. Each conference offers the services of 
local, state, and national workers. 

For further information, write Dr. Charles M. Long, School of 
Education, Pennsylvania State College, State College, Pennsylvania. 


A SumMMER Camp FoR MALADJUSTED CHILDREN 


A summer camp for children with more than their share of adjust- 
ment problems will be conducted this coming summer at Camp Arthur, 
in the- Catskill Mountains of New York State. Dr. Theodore Lands- 
man, of Vanderbilt University, and Dr. Ernst G. Beier, of Syracuse 
University, will direct the camp. 

The essential orientation of the camp will be that of client-centered, 
or non-directive, psychotherapy. It will include an evaluation pro- 
gram for the children. 

Workshop and practicum training will be offered to counselors in 
the area of play therapy and child guidance. Graduate students in 
clinical psychology and related fields are invited to write to Dr. Beier, 
Box 14, University Station, Syracuse 10, New York. Counselors’ 
salaries will be from $100 to $400 plus maintenance, according to 
experience and training. 


Proposep BupGcrer FoR MENTAL-HEALTH ACTIVITIES OF 
U. 8S. Pusitic HeautH SERVICE 


A recent bulletin of the Social Legislation Information Service gives 
the breakdown of the budget proposed by the U. 8S. Public Health 
Service for its mental-health activities during the next fiscal year. For 
comparison, the figures for the current year are given also, to show 
what activities are to be contracted or expanded. The figures are as 
follows: 

For grants to states for detection, diagnosis, and other preventive 
and control activities, $3,100,000, the same sum as in the current year; 
for grants for research projects (decreased from 122 to 120), $1,662,000 
as compared with $1,663,000 in the current year ; for grants for research 
fellowships (decreased from 79 to 70), $250,000 as compared with 
$256,000; for training grants (decreased from 183 to 176 graduate 
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training grants, and from 250 to 613 training stipends and under- 
graduate teaching grants) $3,750,000 as compared with $4,000,000. 

In addition, federal research operations will be conducted in the 
physiology of the brain; narcotic and barbiturate addiction; epi- 
demiology ; psychological aspects of aging; biometrics; and the causes 
of mental illness. For these activities the budget provides $1,305,000 
as compared with $825,000 in the current year. The increase will be 
used for initial clinical investigations in the new Clinical Resesarch 
Center. For training activities, $77,000 is provided as compared with 
$94,987 this year; $405,430 for technical assistance to the states as 
compared with this year’s $447,330; and $320,000 for general adminis- 
trative expenses, as compared with $325,000 this year. 


Report or Task Force ON THE HANDICAPPED 


The Task Force on the Handicapped, appointed last June to 
develop plans for the effective use of handicapped workers in con- 
nection with the defense program, has completed its studies and sub- 
mitted its report, according to a recent announcement by the Office 
of Defense Mobilization. 

The report presents a comprehensive picture of the number of handi- 
capped men and women in this country; their relation to present man- 
power plans; the resources available for rehabilitation, placement, and 
employment; the shortcomings in present services; and the steps that 
need to be taken for improved and expanded use of handicapped 
persons. The report will now be considered by the Manpower Policy 
Committee and the Labor Management Manpower Policy Committee. 

Pointing to the 250,000 persons who become disabled and in need 
of rehabilitation each year, and to the present backlog of 2,000,000 
disabled Americans who could be rehabilitated and added to the labor 
force, the report declares that ‘‘disability will become a major 
obstacle to national strength and vitality unless a determined and con- 
certed effort is made to cope with it. It is not a matter for the vague 
future; the problem has shown itself already and will be with us 
through any prolonged defense mobilization period. If we are to 
avoid sheer waste in our manpower plans, we need to ask ourselves 
some searching questions on the place of our handicapped citizens in 
those plans. We know that the burden on health services and institu- 
tions already is mounting as a result of military and other defense 
requirements; we know that many communities are having a financial 
struggle to continue public assistance and other benefits in the face 
of increasing municipal expenses. We need to decide now whether it 
is good business to undertake a major and sustained effort to bring the 
disabled into the ranks of the workers and to transform tax-consumers 
into tax-producers.’’ 
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Aiming its work at the community level, where handicapped persons 
live, where jobs are available, and where services must be provided, 
the Task Force outlines plans whereby each community may make the 
most of the facilities it already has and launch a program for expand- 
ing facilities for the rehabilitation and employment of its handicapped 
citizens. 

A basic part of the Task Force plan is the use of ‘‘teams’’ in each 
community, consisting of physician, physical therapist, and specialists 
in vocational rehabilitation and job placement, augmented by commu- 
nity leaders who can bring the full resources of the community to bear 
upon the needs of the individual disabled person. Provisions would 
be made for short, intensive training of such teams, to provide them 
with the latest techniques. 

In addition to the organization of community resources and train- 
ing of teams, the recommendations of the group call for more realistic 
physical standards in the hiring of the handicapped; support for the 
rehabilitation of disabled workers through the federal-state program 
of vocational rehabilitation; a demonstration project of community 
organization, to be jointly conducted by the Office of Vocational 
Rehabilitation, the Federal Security Agency, and the Bureau of 
Employment Security, Department of Labor, in codperation with other 
governmental and private organizations; a national inventory of 
physical facilities for rehabilitation, such as rehabilitation centers, 
adjustment centers for the blind, etc. ; expanded educational and voca- 
tional training opportunities to produce more skilled workers from 
among the disabled ; inclusion of plans for handicapped workers in the 
over-all policy planning of the Office of Defense Mobilization ; develop- 
ment of a national recruitment program for certain scarce categories 
of specialists in rehabilitation; and other steps designed to bring 
rehabilitation and placement facilities into line with the size of the 
handicapped population in this country. 

Copies of the report may be obtained from Room 173, Office of 
Defense Mobilization, Washington D. C. 


Army Sreexs More Socrat-Work OFrricers TO SERVE IN 
EXPANDED PROGRAM 


The army medical service now has 165 professional social-work offi- 
cers on duty in this country, Europe, and the Far East, but needs 
at least 100 more to carry out its expanded program, according to a 
recent report by Major General George E. Armstrong, M.C., Army 
Surgeon General. Sixty-four of those now on duty are medical-social- 
work specialists, while the rest are psychiatric social workers, Twenty- 
four female officers are serving in the program. 

The program is under the supervision of Lieutenant Colonel Leslie 
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E. Starks, M.S.C., and Major Barbara B. Hodges, M.S.C., chiefs, 
respectively, of the Social Services Branch and the Medical Social 
Work Section of the Psychiatry and Neurology Consultants Division 
in the Office of the Surgeon General. 

Social-work officers are now serving in all large army hospitals and 
in 40 post, camp, and station hospitals in this country. They are also 
stationed at base hospitals in Germany, Austria, Trieste, Japan, Korea, 
and other oversea areas. In addition, they are assigned to mental- 
hygiene consultation services, U. 8. disciplinary barracks, convalescent 
centers, and neuropsychiatric combat teams. 

Army social-work officers are working closely with military psy- 
chiatrists, clinical psychologists, and medical officers in developing 
a comprehensive preventive psychiatric program at large training 
camps in the United States and other posts where new recruits are 
making the difficult transiton from civilian to army life. 

In problem cases, social-work officers seek to remove the social, eco- 
nomic, and cultural sources of emotional maladjustment. They are 
concerned with orienting the new soldier to his military environment, 
helping him overcome harmful attitudes toward such things as army 
discipline, and ministering to the day-to-day nee”s of the man and his 
family. 

The army medical service believes that the “nated approach 
adopted by its newly formed preventive psychic” .. 1s will prove 
valuable in screening out men who might later aevelop clinical psy- 
choses under the strain of combat. 

The principal limitation on the social-work program to-day is the 
critical lack of trained personnel. The 100 additional social workers 
now sought are needed to put the program in operation at all levels 
in this country, and still more officers are needed to expand the effort 
in oversea installations. 
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